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PREFACE 


Family planning programs occupy an unusual place in the public 
policy arena. They are widespread, judging by their near ubiquity 
around the globe, and also generally considered an effective public 
health policy. Yet, family planning programs are persistently contro¬ 
versial. In part because they center on birth control, a sensitive sub¬ 
ject that stirs strong views, they have drawn criticism from a wide 
range of perspectives: religious, political, ideological, and scientific. 
This report examines the criticisms and controversies that have sur¬ 
rounded family planning. It attempts to place these in historical 
context and examine how programs have evolved in response to 
these criticisms and to shifting currents in the policy arena. It also 
examines the research record to assess the validity of these criti¬ 
cisms. The intent in surveying this historical record is to enable read¬ 
ers to view current debates about family planning in a broader his¬ 
torical context and to provide a stronger grounding in the research 
evidence associated with some of the claims made by both pro¬ 
ponents and critics of family planning. 

This research was conducted for Population Matters, a RAND project 
to synthesize and communicate the policy-relevant results of demo¬ 
graphic research. Through publications and outreach activities, the 
project aims to raise awareness and highlight the importance of 
population policy issues and to provide a scientific basis for public 
debate over population policy questions. Population Matters is part 
of RAND's Labor and Population Program. 

The Population Matters project is funded by grants from the William 
and Flora Hewlett Foundation, the David and Lucile Packard 
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Foundation, and the Rockefeller Foundation. For further information 
and access to other Population Matters publications, visit 
www.rand.org/labor/popmatters. 
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SUMMARY 


Family planning programs exist in virtually every nation. As of 1998, 
179 countries with 99 percent of the world's population had some 
form of family planning program. Despite their pervasiveness, family 
planning programs have caused controversy and drawn criticism 
from a variety of perspectives, primarily for two reasons. First, they 
deal with a sensitive subject: birth control. Public discussion of the 
issue was taboo for many years and continues to evoke strong reac¬ 
tions from some quarters. Adding to this sensitivity, the emotionally 
charged debate over abortion has at times spilled over into the dis¬ 
cussion of family planning. Second, concern about the negative ef¬ 
fects of rapid population growth and high fertility in the developing 
world spawned a political advocacy movement that promoted par¬ 
ticular public policies, family planning among them. While this 
movement enjoyed considerable support in both developing and 
donor nations, it also generated political opposition and raised 
questions among some social scientists and others. 

This report examines the origins and evolution of family planning 
programs in the context of the major criticisms and controversies 
surrounding them. It also explores how programs have responded to 
these criticisms and assesses the validity of these criticisms as re¬ 
flected in the research literature. Although some of the criticisms are 
based on ideological perspectives that scientific research does little 
to illuminate, simply describing these perspectives should be useful. 

The research questions include the following: 

• What were the guiding rationales of family planning programs in 
developing countries? 
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• What have been the main criticisms of family planning programs 
and were they valid? 

• How has research contributed to understanding whether the 
criticisms were valid? 

• How have programs changed in response to criticisms and 
concerns? 

• What can lessons and implications for policy can be drawn from 
understanding the criticisms and the research on family 
planning programs? 

ORIGINS AND RATIONALES OF 
FAMILY PLANNING PROGRAMS 

In the 1960s, U.S. foundations (such as the Ford and Rockefeller 
Foundations), international development agencies, and govern¬ 
ments in a number of developing nations shared fears about the po¬ 
tential consequences of rapid population growth and high fertility. 
Surveys showed that a substantial proportion of women in develop¬ 
ing countries did not want more children, but were not practicing 
contraception. The development of two new contraceptive meth¬ 
ods—the oral contraceptive pill and the intrauterine device (lUD)— 
raised hopes that effective, inexpensive contraception could be made 
widely available to fill this “unmet need.” 

There was widespread optimism that establishing programs to dis¬ 
tribute contraceptives on a large scale would help achieve several 
policy objectives: reducing population growth and (unwanted) high 
fertility and thus boosting standards of living; improving women’s 
health and quality of life by helping them avoid unintended preg¬ 
nancies and abortion; and advancing the rights of couples and 
women to plan their families. These three distinct but interrelated 
objectives, or rationales, have furnished the legitimating premise for 
family planning programs fi'om the beginning. 

Demographic Rationale 

Reducing high fertility rates and slowing population growth provided 
the dominant rationale for family planning programs in the 1960s 
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and 1970s. This rationale was based on concerns over the potentially 
negative effects of rapid population growth and high fertility on liv¬ 
ing standards and human welfare, economic productivity, natural re¬ 
sources, and the environment in the developing world. 

Health Rationale 

During the 1980s, a different set of concerns became paramount: the 
public health consequences of high fertility for mothers and chil¬ 
dren. High rates of infant, child, and maternal mortality, as well as 
abortion and its health consequences, were pressing health prob¬ 
lems in many developing nations and had also become of greater 
concern to international development agencies. High maternal 
mortality was associated with high-risk circumstances that family 
planning could help to address. These included a high number of 
pregnancies, births to older and younger women, and pregnancies 
that were unintended. In addition, closely spaced births were associ¬ 
ated with higher rates of infant morbidity and mortality. This ratio¬ 
nale extended to issues of equity: Government-sponsored family 
planning programs could provide poor women with the same access 
to services that wealthier women already enjoyed through private 
physicians. 

Human Rights Rationale 

This rationale became preeminent in the 1990s, in part because of 
reactions to excesses under the demographic rationale. The human 
rights rationale rests on the belief that individuals and couples have a 
fundamental right to control reproductive decisions, including fam¬ 
ily size and the timing of births. This rationale found its strongest ar¬ 
ticulation at the International Conference on Population and Devel¬ 
opment (ICPD), held in Cairo, Egypt, in 1994. 

All three rationales have existed from the early days of family plan¬ 
ning programs, but they have been given different emphasis over 
time. All three are relevant today. Despite the increased attention to 
human rights by many human rights and health advocates and in¬ 
ternational organizations, most developing country governments 
continue to emphasize the demographic rationale. 
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ASSESSING THE MAIN CRITICISMS OF 
FAMILY PLANNING PROGRAMS 

What follows is a capsule portrait of the main criticisms of family 
planning programs and an assessment of how valid the criticisms 
were based on the most current research evidence. 

Criticisms of Demographic Objectives 

The demographic objectives of family planning programs were based 
on three assumptions: (1) Rapid population growth impedes eco¬ 
nomic development, and lower rates of population growth and lower 
fertility will lead to improved living standards and human welfare. (2) 
Couples in developing countries want fewer children and are inter¬ 
ested in regulating their fertility. (3) Making contraception widely 
available is an effective way to meet couples' need for fertUity regu¬ 
lation and to help lower fertility levels. Most recently, population 
declines in sever^ countries have raised questions about whether 
rapid population growth and high fertility continue to pose 
problems. 

Economic Development. Concerns about the impact of rapid pop¬ 
ulation growth assumed that such growth would serve as a brake on 
economic development and that efforts to improve living standards 
in developing countries would be a threat to food supplies, natural 
resources, and the environment. The debate over the link between 
rapid population growth and economic development continued for 
years because the research was inadequate to address the question. 
Research evidence from the 1990s has shown that this criticism was 
largely unfounded. ^ Slowing population growth and reducing high 
fertility can matter a great deal for economic growth in developing 
countries, but appropriate economic policies must be in place to 
realize the economic benefits of moderating fertility. This research 
supports assumptions made in the early years of family planning 
about the relationship between population growth and devel¬ 
opment. 


^ A new report from Population Matters describes this research in greater depth 
(Bloom, Canning, and Sevilla, forthcoming). 
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Effectiveness of Family Planning Programs. The efficacy of family 
planning programs to provide contraceptive services and to con¬ 
tribute to lower fertility, and ultimately to lower population growth, 
was another key part of the debate over demographic objectives. 
Those questioning the appropriate role and efficacy of programs in¬ 
cluded not only social scientists, but also feminists and women’s 
rights advocates. The research evidence gathered over many years 
has found family planning programs to be an effective public policy 
in many developing countries. The research has shown that family 
planning programs have helped increase the prevalence of contra¬ 
ception, and this contributed substantially to reduced fertility rates. 
While these programs have been effective independent of improve¬ 
ments in social and economic development, the level of develop¬ 
ment in a given setting has also been important for reducing fertility. 

The effectiveness of family planning programs was premised on the 
assumption that couples in developing countries wanted fewer chil¬ 
dren, and that to achieve smaller families, they would practice con¬ 
traception. The evidence supporting this assumption has come from 
surveys that have been carried out since the 1960s. The surveys of 
women and couples provided information about their attitudes re¬ 
garding desired family size, whether they wanted to have additional 
children and if so when, and contraception. Over more than 35 years, 
these surveys have shown that a large proportion of couples had fa¬ 
vorable attitudes toward contraception and that many couples 
wanted no more children. The surveys also showed that among those 
not wanting more children, many were not practicing contraception. 
The discrepancy between women’s stated preferences for children 
(both the number and the timing) and their actucil contraceptive use 
is referred to as the “unmet need” for family planning. Reducing or 
filling this unmet need has been an objective of family planning pro¬ 
grams for many years. 

Future Population Growth or Implosion? Some recent commenta¬ 
tors on public policy have sounded an alarm about a coming popula¬ 
tion implosion, implying that population growth is no longer an im¬ 
portant policy concern and therefore that the importance of family 
planning as a public policy has diminished considerably. However, 
this discussion has tended to focus selectively on Western Europe 
and a few other highly developed nations, such as Japan. While sub¬ 
stantial declines in fertility have taken place in many of these nations 
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in the past half-century, global population growth is projected to 
continue well into the 22nd century. There remain great variations 
among regions and countries in levels of population growth and fer¬ 
tility. The world as a whole and many nations, especially in the de¬ 
veloping world, will continue to grow. At the same time, many 
countries are slowly diminishing in population size, causing their 
populations to age. Adjusting to an aging population is one of the 
demographic challenges facing the more developed countries. For 
most of the world's nations, however, the major demographic chal¬ 
lenge over the next several decades will continue to be reducing 
mortality and fertility through a combination of economic growth 
and social sector programs, including those in education and health. 

Health Objectives 

The health objectives of family planning programs have prompted 
five main concerns and controversies. First, women’s health advo¬ 
cates and feminists have criticized the prominent role of contracep¬ 
tive technology and also raised concerns about contraceptive safety. 
The second issue is whether there were indeed health benefits asso¬ 
ciated with regulating fertility. The third—and one of the more con¬ 
troversial aspects—is the relationship between abortion and contra¬ 
ceptive use. Fourth, women's health advocates and feminists also 
raised concerns over the quality of care in family planning programs. 
The final issue, again voiced by women’s health advocates and fem¬ 
inists, is the broader context of reproductive health for family plan¬ 
ning services. 

Narrow Focus on Contraceptive Technology. Critics of the role of 
contraceptive technology questioned whether programs would be 
the technological fix that proponents assumed. Many health advo¬ 
cates among them also raised concerns about the safety of various 
contraceptive methods for women’s health and about scientists’ ap¬ 
proach to the development of new contraceptives. Many of these 
concerns were valid. As a result, women’s health advocates have con¬ 
tributed to the evolution of programs by ensuring more attention to 
contraceptive safety issues and also by urging more emphasis on the 
broader context of women’s lives, especially the social and cultural 
influences that can affect women's ability to take advantage of mod¬ 
ern contraception. These health advocates have also enhanced 
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consideration of women’s perspectives as contraceptive develop¬ 
ment and research programs establish their research priorities. 

Health Benefits of Family Planning. The health benefits of family 
planning were increasingly documented thanks to research studies 
published in the 1980s. The research confirmed that family plan¬ 
ning—^women’s use of safe and effective contraception—helps to re¬ 
duce maternal mortality by reducing the number of births and high- 
risk pregnancies. Research also showed that family planning had the 
potential to improve child health and survival by reducing the num¬ 
ber of births associated with higher risks (births that were closely 
spaced, births to older women, and higher-order births). The docu¬ 
mented health benefits of family planning also became an important 
consideration in the adoption of national population policies, espe¬ 
cially in African countries. 

Abortion. In recent years, the question of whether family planning 
programs advocate or promote abortion has figured prominently in 
the U.S. policy debate over public funding for family planning pro¬ 
grams overseas. Since 1974, U.S. law has prohibited the use of Ameri¬ 
can foreign aid funds to support abortion services. However, a 
growing body of research conducted in many areas, including 
Bangladesh and the former Soviet Union, has shown that the pres¬ 
ence of quality family planning services can reduce abortion. It is 
also increasingly recognized that some women will choose to end 
unintended pregnancies through abortion, whether legal or illegal in 
their countries. A critical challenge for family planning and repro¬ 
ductive health programs is to ensure adequate access to postabor¬ 
tion care, which includes contraception counseling and services, to 
prevent future abortions. 

Quality of Care Provided by Family Planning Programs. For more 
than a decade, there has been increased interest in the quality of care 
provided by family planning programs. Health care advocates, femi¬ 
nists, and others pointed to evidence—such as levels of discontinua¬ 
tion of contraceptive use and the unmet need for contraception— 
that implies that clients’ needs and quality of care were not receiving 
sufficient attention. These concerns helped stimulate considerable 
research aimed at improving the quality of family planning services. 
Studies that assess the effects of improved quality have shown initial, 
promising results. Efforts to measure and improve the quality of care 
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are ongoing issues for health services in countries around the world 
and for the international donor community. 

Reproductive Health Context. A major change occurred in the 
1990s, marked by the 1994 ICPD, in the framework for population 
policy and programs and also in emphasis of family planning pro¬ 
grams. Women’s health advocates and feminists formed the van¬ 
guard of those seeking to shift these policies’ and programs' empha¬ 
sis from demographic objectives to human rights. Particular 
attention was given to women’s right to reproductive autonomy and 
empowering women to enable them to secure this right. Further¬ 
more, the broader context of reproductive health, of which family 
planning is one of several basic reproductive health services, has 
been widely endorsed by nations around the world and international 
donor organizations. Research has also been supported in response 
to the endorsement of reproductive health. The broader agenda for 
reproductive health requires additional resources, which were forth¬ 
coming in the first several years after ICPD. However, donor support 
has fallen short of the goals set in 1994. Without additional funding, 
existing resources are being spread more broadly, which will likely 
dilute the potential impact of reproductive health initiatives, includ¬ 
ing family planning services. 

Human Rights 

Human rights advocates have contended that the emphasis on de¬ 
mographic goals and targets of some government programs in devel¬ 
oping countries may interfere with women’s rights to autonomy in 
decisions about childbearing and contraception. These criticisms 
have been frequently validated by research. Goal- or target-oriented 
programs in several nations—notably China, India, and Indonesia— 
have exhibited varying degrees of coercion. These criticisms have re¬ 
sulted in a number of policy and program changes and have height¬ 
ened the sensitivity of international donor organizations to these is¬ 
sues. At the same time, many government-sponsored family 
planning programs continue to emphasize macro-level population 
goals along with an increased attention to individual rights and con¬ 
cerns. Other human rights issues have also been raised over the years 
as family planning programs were established and evolved; these 
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issues include fears of Western cultural intrusion and possible reli¬ 
gious objections. 

Cultural Intrusiveness. Critics have raised concerns about whether 
family planning programs represent a form of cultural intrusion into 
the affairs of developing countries. Research has contributed to a 
clearer understanding of this issue. Surveys of women in developing 
countries have shown both widespread desire to regulate fertility and 
an acceptance of family planning in nearly all countries. Cultural is¬ 
sues have figured most prominently in program implementation and 
service delivery. Many programs have adapted services to fit cultural 
contexts, such as providing door-to-door delivery in more traditional 
Islamic countries where women are discouraged from appearing in 
certain public settings. Community participation in program devel¬ 
opment has been key in addressing cultural concerns. 

Religious Concerns. Concerns about respecting religious teachings 
in particular localities have been a long-standing consideration for 
many family planning programs. Perhaps the strongest opposition 
comes from the Catholic Church, which condemned artificial con¬ 
traception in 1930. The Church views contraception as immoral be¬ 
cause it may promote marital infidelity. However, the teachings and 
beliefs of most religious traditions are diverse and complex, making 
it difficult to generalize about the impact of religious responses. 
Studies have shown that religious concerns over family planning 
programs vary widely in developing countries, and that such pro¬ 
grams are not incompatible with the beliefs of many. Thus it is not 
surprising that the majority of couples from Catholic, Islamic, and 
Buddhist countries uses contraception. One important observation 
from the research is that involving religious leaders in policy devel¬ 
opment has improved acceptance and understanding of family 
planning programs and in turn helped programs adapt to local reli¬ 
gious contexts. 

LESSONS FOR FUTURE POLICIES 

What lessons emerge from reviewing the criticisms and controversies 
surrounding family planning? 
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A central lesson is the value of research. Research continues to be 
vital in understanding where and why programs have been most 
effective and where the need for them remains greatest. 

Despite enormous progress in meeting global demand for 
contraception and related family planning services in the past 35 
years, significant challenges remain for satisfying unmet need for 
contraception in the developing world. About one billion adoles¬ 
cents—the most in history—^will soon be entering their years of 
sexual activity and childbearing. They will be among the growing 
numbers of women and couples seeking services and with unmet 
needs. Satisfying their needs will add considerably to the chal¬ 
lenges of service delivery in the future. 

Adapting the health care rationale to current global conditions 
will require revisiting existing organizational and financing 
arrangements. New combinations of reproductive health ser¬ 
vices, particularly those that address sexually transmitted dis¬ 
eases and HIV/AIDS, will require reconfiguring services as well as 
new expertise, training, and financial resources. 

Government and donor organizations should continue to involve 
women's groups and health advocates in policymaking. 
Criticisms from these groups have contributed greatly to im¬ 
provements in program design and implementation. 
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Chapter One 

INTRODUCTION 


Family planning programs—organized efforts to provide contracep¬ 
tion to women and men—^were one of the major social and health 
interventions in the second half of the 20th century. These programs 
exist in most countries and in all world regions. As of 1998, 179 gov¬ 
ernments, representing 92 percent of governments where over 99 
percent of the world’s population lived, supported access to contra- 
ception.i Governments provide substantial support for family plan¬ 
ning, and most users of contraception in developing countries rely 
on their governments for contraceptive supplies and services, al¬ 
though the private sector, including pharmacies and private organi¬ 
zations, is £dso an important source of such services. Many of the 
family planning programs in developing countries have been carried 
out with considerable support from international donors. 

Over the years, proponents of family planning programs have seen 
the benefits of these programs as similar to those of other develop¬ 
ment efforts—e.g., in education, or disease prevention through im¬ 
munizations—in helping to bring about improvements in the well¬ 
being of individuals and societies. However, the international 
movement to promote and support family planning in developing 
countries as a way to meet the demand for fertility regulation and as 
a way to lower fertility and population growth has also generated 


^Contraception is the deliberate prevention of conception by any of various methods. 
The terms contraception and birth controlhoXh mean pregnancy prevention. Family 
planning programs provide contraception, or birth control. Hedth service providers 
often use terms for methods interchangeably (i.e., contraceptive methods, birth con¬ 
trol methods, and/or family planning methods). 


1 
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criticism and controversy. The critics have included, at varying times, 
representatives of developing countries, social scientists, interest 
groups such as feminists and women's rights and health advocates, 
the Catholic Church and other religious organizations, political con¬ 
servatives, and representatives of the right-to-life movement. Critics 
of family planning programs have raised a range of political, ideolog¬ 
ical, ethical, culturd, and scientific issues. 

WHY HAVE FAMILY PLANNING PROGRAMS BEEN 
SO CONTROVERSIAL? 

There are two main reasons why family planning programs have 
been controversial. The first is because they deal with a subject— 
birth control (and implicitly sexual activity)—that was a sensitive 
topic for public consideration for most of the last century.^ The sec¬ 
ond is because a political movement to promote particular public 
policies was spawned out of a growing concern about the negative 
effects of rapid population growth on the economic development 
prospects of many Third World countries. While this movement had 
strong support from a number of quarters, it also generated opposi¬ 
tion among a number of groups and for different reasons. 

Birth control was for many years a taboo topic for public discourse, 
and it still is a sensitive issue for some. Anything closely related to sex 
has been considered by many to be a private issue. This was espe¬ 
cially true in the United States prior to the 1960s but also has been 
and is true in many other countries. Support for birth control be¬ 
came a social movement that aroused opposition from the Catholic 
Church and other religious groups (e.g., some fundamentalist evan¬ 
gelical groups, some Islamic religious leaders) because of their posi¬ 
tions regarding some or all artificial means of contraception. 


^“The term ‘birth control' was originated prior to World War I by Margaret Sanger in 
an effort to help legitimize the efforts of women to prevent pregnancy. In the mid- 
1930s, Sanger and others advanced the term ‘family planning’ in an attempt to have 
reproductive health and pregnancy prevention included as part of the public health 
movement. The term ‘birth control' took on a new meaning with the introduction of 
modem contraceptives in the 1960s (Chesler, 1997).” (Footnote from Adamson et al., 
2000, p. 42). 
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Advocates of the birth control movement included early feminists, 
who saw birth control as a way to free women from unwanted and 
excessive childbearing and as a way to give women control over their 
bodies.3 

Subsequent controversies over contraception have included con¬ 
cerns about contraceptive safety on the part of women’s health ad¬ 
vocates and concerns that women, as opposed to service providers, 
control or determine for themselves its use. 

Finally, the debate over abortion has spilled over onto the field of 
contraception, with some abortion foes extending their opposition to 
include organized efforts to promote and provide contraception, 
especially in developing countries. 

The international movement to address rapid population growth 
stirred controversy for several reasons that have both scientific and 
political dimensions. First, interest in world population growth on 
the part of some conservationists, demographers, public health offi¬ 
cials, and others was originally focused on the study and understand¬ 
ing of contemporary demographic trends but eventually triggered a 
call for ameliorative action to address the growing geopolitic^ prob¬ 
lem of rapid population growth (Hodgson, 1983; Harkavy, 1995). The 
advocates of public action believed that population growth would 
outstrip the ability of Third World countries to feed their popula¬ 
tions, have deleterious effects on natural resources and the 
environment, and impede economic development. Some of these 
advocates were political analysts motivated by Cold War considera¬ 
tions. Not all analysts of the potential consequences of rapid popula¬ 
tion growth agreed with this assessment, and those who did not were 
at odds with the more action-oriented analysts who saw a need for 
“population control’’^ in rapidly growing countries such as India and 
China. Some current policy analysts, who are concerned about low 


^Some early proponents of birth control were motivated by eugenics. In the United 
States, for example, fertility differences by social class showed that the upper classes 
were having fewer children than the lower classes, suggesting to some a need to 
encourage or facilitate lower fertility among the poor. The eugenics movement had 
largely disappeared by the mid-20th century. 

'^There is an aversion to the term population control, once used to characterize poli¬ 
cies and programs designed to reduce fertility and population growth, because, for 
some, the term infers coercion. 


4 The Origins and Evolution of Family Planning Programs in Developing Countries 


fertility, a world population implosion, and population aging in some 
nations, have questioned whether future population growth and high 
fertility should remain key public policy issues. 

Another reason for controversy was the importance accorded to or¬ 
ganized family planning programs as the main public policy for re¬ 
ducing fertility. Early on in the international population movement, 
proponents decided that organized family planning programs would 
be an acceptable, feasible, and potentially effective strategy for low¬ 
ering fertility in a reasonable period of time. Skeptics, including 
many economists and social scientists, doubted that family planning 
programs would be so effective; they questioned whether there 
would be enough demand for smaller families and for fertility regu¬ 
lation (the demand-side of programs). Feminists were concerned 
that the solution to the population problem was being put on the 
backs of women in developing countries. They thought that invest¬ 
ments in other areas, such as education, would create alternatives to 
prolonged childbearing and rearing for women, and that fertility 
would decline as the situation of women improved. 

Part of the controversy over the role of family planning was the con¬ 
siderable emphasis given to what is called the supply-side of family 
planning programs. The supply-side refers to organized efforts by 
governments and private agencies to provide contraceptive services 
and information to help couples achieve their fertility goals. Those 
having a supply-side view believed that the main obstacle to 
increased use of contraception was making sure that methods of 
contraception were available. Proponents of this view believed that if 
contraceptive methods were available, women and couples would 
use them because of their assumed desire for fertility control. Criti¬ 
cisms of the supply-side approach were based partly on the overem¬ 
phasis given to the availability or supply of services and often focused 
on the lack of attention to the quality of services in the imple¬ 
mentation of family planning programs. Additional criticism came 
from those who felt that supply-siders did not consider the actual 
demand for fertility regulation. 

The population movement also created controversy because of (1) 
concerns about cultural intrusion and (2) the conflict between indi¬ 
vidual human rights and national or societal-level demographic 
goals. These factors are political and ethical in nature because they 
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involved who was defining the problem and determining the nature 
of the public policy response, and what means would be used for 
implementing it. Fears of cultural intrusion were held by many de¬ 
veloping countries, at least up to the mid-1970s. Since the propo¬ 
nents of action to address rapid population growth were largely from 
Western, industrialized countries, some developing countries were 
suspicious about the motives underlying the population movement 
as well as how much and what manner of external influence was ac¬ 
ceptable or appropriate. 

Women’s rights and health advocates have been very vocal in point¬ 
ing to potential and actual conflicts between individual human rights 
and national demographic goals—particularly goals for fertility re¬ 
duction that have been part of the demographic rationale for family 
planning in many countries. While critics hold that governments 
have a responsibility to provide family planning services, at the same 
time they contend that the government’s role should not interfere 
with women’s rights to contraception; i.e., the government should 
not dictate or strongly advocate when and what contraceptive meth¬ 
ods should be used. The conflict has also involved differences of na¬ 
tional sovereignty and individual human rights in those instances 
where family planning programs have been coercive or heavy- 
handed in their implementation of population policies and goals. 

In light of these controversies and criticisms, the history of family 
planning programs has been anything but static. Programs have 
proven highly responsive to the controversies and criticisms, adapt¬ 
ing their rationale and methodology at various points, and also gen¬ 
erating considerable scientific research, which has greatly deepened 
our understanding of family planning and fertility-related behaviors, 
the operation of programs, and the means for evaluating programs. 

PURPOSE OF THIS REPORT 

The purpose of this report is to examine the origins and evolution of 
family planning programs in developing countries as public policy. 
The report looks at the perspectives of governments, donors, and 
interest groups as well as scientists. Family planning programs have 
a complex history and have generated a sizable research literature in 
part because of controversies and criticisms surrounding their devel¬ 
opment. The report looks at the controversies over the reasons that 
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family planning programs were promoted and the criticisms of how 
programs were implemented. 

The report draws on the relevant research literature to present the 
current understanding of those concerns or issues that have lent 
themselves to scientific study. Some of the controversies are based 
on differing ideologies, where there is little or no scientific contribu¬ 
tion possible to clarify the current state of understanding. In these 
cases, simply describing the different ideological perspectives should 
be useful to readers. 

This report addresses five main questions: 

1. What were the origins and evolution of family planning programs 
in developing countries? 

2. What have been the main controversies and criticisms of family 
planning programs, and were they valid? 

3. How has research contributed to understanding whether the crit¬ 
icisms were valid? 

4. How have programs changed in response to criticisms and 
concerns? 

5. Through our understanding of the controversies and criticisms of, 
and the research on key issues for, family planning programs, 
what conclusions can we draw, what lessons have we learned, and 
what are the policy implications? 

Following this introduction, the report has five additional chapters. 
Chapter Two reviews the origins and evolution of family planning 
programs, including an overview of the three primary rationales for 
programs—demographic, health, and human rights. Chapter Three 
then discusses the demographic rationale for family planning pro¬ 
grams, Chapter Four reviews the health rationale for programs, and 
Chapter Five analyzes the human rights concerns related to family 
planning programs. Chapter Six draws conclusions, lessons, and 
policy implications from the criticisms and the responses to them. 

While Chapters Three through Five are organized by major rationale 
for family planning programs, there is not always a clear-cut distinc¬ 
tion or neat fit between the rationales and key controversies, criti¬ 
cisms, and research. Some issues pertain to more than one rationale. 
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For example, human rights concerns related to demographic goals 
are discussed in Chapter Three, but they are also relevant to the 
discussion of other human rights concerns in Chapter Five. Similarly, 
the broader context of reproductive health for family planning pro¬ 
grams in recent years is based on both health and human rights 
considerations, but the discussion of reproductive health presented 
in Chapter Four is based primarily on the health rationale. 

The purpose of this report is not to review the value of family plan¬ 
ning programs; that is done elsewhere (e.g., Bulatao, 1998), although 
this report does review some of the literature on the effectiveness of 
programs as part of the discussion of the demographic rationale for 
family planning. Nor is its purpose to review what has been learned 
from the wealth of research that has been conducted on how family 
planning programs work and what makes for more effective pro¬ 
grams, although discussions of cultural sensitivity and quality of care 
do address some aspects of effectiveness. These topics are presented 
in other useful reviews (e.g., Lapham and Simmons, 1987; Samara, 
Buckner, and Tsui, 1996). 


Chapter Two 

ORIGINS AND EVOLUTION OF 
FAMILY PLANNING PROGRAMS 


This chapter presents the reasons that family planning programs re¬ 
ceived growing support internationally beginning in the 1960s; how 
interest on the part of developing countries governments grew; some 
of the key characteristics of family planning programs and how these 
evolved over time; and finally, how family planning programs have 
been funded—including the level of support from international 
donors and funding organizations. It provides an historical overview 
of family planning programs so that the controversies, criticisms, and 
research related to the rationale for programs, which follow in 
Chapters Three through Five, can be better understood. 

Three U.S. organizations, the Ford and Rockefeller Foundations and 
the Population Council, served as catalysts in bringing together ex¬ 
perts and government leaders from around the world at various in¬ 
ternational meetings in the 1950s and 1960s to discuss the implica¬ 
tions of rapid population growth and high fertility, exchange experi¬ 
ences with family planning program practitioners, and develop a 
consensus about what was needed for the future (Harkavy, 1995).^ 


^Two international conferences are examples of these early consensus-building 
efforts. The International Conference on Family Planning Programs, held in Geneva, 
Switzerland, in 1965, included participants from 36 countries with representatives 
from government health ministries and representatives from private family planning 
organizations, bilateral assistance agencies, international organizations, and private 
foundations. The First Pan-American Assembly on Population, held in Cali, Colombia, 
also in 1965, had 80 participants from many countries and called for responsible 
parenthood by “encouraging couples to have the number of children consistent with 


9 
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The development of two new methods of contraception—the oral 
contraceptive pill (“the pill”) and the intrauterine device (lUD)—in 
the early 1960s spurred enthusiasm for making modern contracep¬ 
tive technology available to countries around the world. Support for 
family planning was predicated on two assumptions. The first was 
that women and couples would adopt modern methods of birth 
control to avoid unwanted pregnancies and to achieve their desired 
number of children and timing of childbearing. The second assump¬ 
tion was that family planning programs would make contraception 
widely available and help meet the demand for fertility regulation. 

Although there was little experience with family planning programs 
in the mid-to-late 1960s, there was considerable optimism that they 
would satisfy several important objectives: to reduce population 
growth and high fertility and thus improve living standards; to im¬ 
prove the health and welfare of women by helping them to avoid 
unintended pregnancies and prevent abortion; and to ensure the 
rights of couples and individuals to plan their families. It is with this 
backdrop that family planning emerged as an important public 
health intervention in developing countries and a component of de¬ 
velopment assistance programs among international donors. 

RATIONALES FOR FAMILY PLANNING PROGRAMS 

Family planning programs have been a key public health interven¬ 
tion in developing countries and a component of international de¬ 
velopment assistance programs for three reasons: demographic, 
health, and human rights. Each of these rationales can also be 
viewed as goals for family planning programs because each implied 
achieving certain changes or improvements. The three rationales for 
family planning have not been equally salient over the entire period 
from the late 1960s to the present. Concern with the macro-level, or 
national-level, consequences of rapid population growth on eco¬ 
nomic productivity, savings and investment, natural resources, and 
the environment—the “demographic” rationale—^was the predomi¬ 
nant rationale for much of the late 1960s and 1970s. During the 
1980s, a shift toward the health rationale occurred (driven by the 


their own ideals and compatible with the possibilities available to them for the educa¬ 
tion and care to which they are entitled" (Berelson et al., 1966, pp. 255-256). 
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consequences of high fertility for maternal, infant, and child mortal¬ 
ity). As will be discussed, this shift occurred in part because of politi¬ 
cal, ideological, and scientific influences. Among these were that the 
health rationale was more appealing to policymakers in many coun¬ 
tries, including those in sub-Saharan Africa. In the 1990s, the human 
rights rationale became predominant, with its focus on women’s 
rights, principally reproductive rights,^ and the reproductive health^ 
of women and men. This most recent shift toward reproductive 
rights as a human right is associated with the United Nations 
International Conference on Population and Development (ICPD), 
held in Cairo in 1994. 


Demographic Rationale 

The history of family planning programs in developing countries 
partly originates with concern about a “world population problem.” 
In the late 1940s and 1950s, the phenomenon of rapid population 
growth, resulting from the gap between declining mortality and con¬ 
tinuing high fertility, was emerging in some South and East Asian 
countries. The results from postwar censuses of the early 1950s pro¬ 
vided the initial evidence that population growth could be an im¬ 
pending problem. By the mid-1960s, more countries, including a 
number in Latin America and the Middle East, were experiencing 
unprecedented rates of population growth of more than 3 percent 
annually. At such growth rates, the size of a country's population 
would double in less than 25 years. 


^Reproductive rights include "a) reproductive and sexual health as a component of 
overall health, throughout the life cycle; b) reproductive decision-making, including 
voluntary choice in marriage, family formation and determination of the number, 
timing, and spacing of one's children; and the right to have access to the information 
and means needed to exercise voluntary choice; c) equality and equity for men and 
women to enable individuals to make free and informed choices in all spheres of life, 
free from discrimination based on gender; and d) sexual and reproductive security, in¬ 
cluding freedom from sexual violence and coercion, and the right to privacy” (UNFPA, 
1997, p. 2 ). 

^Reproductive health is defined in the UN’s Program of Action from ICPD as “a state of 
complete physical, mental and social well-being and not merely the absence of disease 
or infirmity, in all matters related to the reproductive system and to its functions and 
processes” (United Nations, 1995, paragraph 7.2). 
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Concerns about rapid population growth voiced by demographers, 
social scientists, and others were based in large part on the assump¬ 
tion that such growth would “serve as a brake” on economic devel¬ 
opment and on efforts to improve living standards of most of the 
world's people residing in developing countries.^ In the late 1940s, 
conservationists began to write about excessive population growth 
being a threat to food supplies and natural resources. Some 20 years 
later, Paul Ehrlich's writings fueled the call to action to deal with 
overpopulation (Ehrlich, 1968; Harkavy, 1995). Concerns about the 
impact of rapid population growth and high fertility were translated 
into what has become known as the “demographic rationale''^ for 
family planning. By helping to reduce high rates of fertility, family 
planning programs were intended to contribute to lower rates of 
population growth, improved living standards and human welfare, 
and lessened impact on natural resources and the environment. (The 
demographic rationale is discussed in more detail below under Poli¬ 
cies and Support of Developing Countries on pp. 14-19 and in Chapter 
Three.) 

Health Rationale 

A second rationale for family planning programs is based on con¬ 
cerns about the health consequences of high fertility held by public 
health officials and social and political actors, including groups ad¬ 
vocating women's rights and needs in developing countries. High 
rates of maternal, infant, and child mortality (and abortion) were 
important health problems that required attention. High maternal 
mortality was associated with a high number of pregnancies, births 
to older and younger women, and abortions. In Chile, for example, 
preventing abortion due to unwanted pregnancies was an important 
impetus for establishing birth control clinics (Romero, 1969). 


upcoming report in the Population Matters series reviews the relationship be¬ 
tween population change and economic performance (Bloom, Canning, and Sevilla, 
forthcoming). For a discussion of trends in global population growth since the 1950s 
and the implications of high fertility for economic growth, see Bulatao (1998, pp. 3- 
20 ). 

^The term demographic rationale has taken on a pejorative connotation in the past 
decade, especially as women’s groups have criticized national policies aimed at reduc¬ 
ing fertility and population growth. These groups assert that such policies place too 
littie emphasis on ensuring women’s rights and meeting their health and other needs. 
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The health rationale for family planning extended to considerations 
of equity in the access to family planning services. For example, in 
Colombia, the 1965 founding of the private family planning associa¬ 
tion, Profamilia, was motivated not only by wanting to help women 
and families meet their health needs but aiso by a desire for equity: 
to give the same access and quality of services to poorer women that 
wealthier women already had through their private physicians 
(Seltzer and Gomez, 1998). Class differences in access resonated with 
the ideological issues of the period such as concern over human 
rights, which led to the development of major human rights conven¬ 
tions by the United Nations in the mid-1960s. (The health rationale 
and related research are discussed further in Chapter Four.) 

Human Rights Rationale 

Family planning became the subject of international human rights 
when the United Nations issued a statement on population on Hu¬ 
man Rights Day in December 1967. The World Leaders’ Declaration, 
signed by 30 heads of government from five continents, stated 

"That the population problem must be recognized as a principal el¬ 
ement in long-range national planning if national governments are 
to achieve their economic goals and fulfill the aspirations of their 
people. 


“That the great majority of parents desire to have the knowledge 
and the means to plan their families; that the opportunity to decide 
the number and spacing of their children is a basic human right 
(italics added). 


“That lasting and meaningful peace will depend to a considerable 
measure upon how the challenge of population growth is met. 


“That the objective of family planning is the enrichment of human 
life, not its restriction; that family planning, by assuring greater op¬ 
portunity to each person, frees man to attain his individual dignity 
and reach his full potential” (Berelson, 1969b, pp. 7-8). 

With this statement, human rights became the third rationale for 
family planning programs. The following year, the Teheran 
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Conference on Human Rights, sponsored by the United Nations, af¬ 
firmed the basic right of couples to decide on the number and spac¬ 
ing of their children. A 1969 General Assembly resolution on social 
progress and development, called on governments to provide fami¬ 
lies with the knowledge and means necessary to control fertility 
(Finkle and Crane, 1975). The World Leaders’ Declaration, the 
Teheran Conference, and the UN resolution helped to legitimize 
family planning. The issue of women's right to birth control was 
certainly present at this time in the United States as an element in 
the women's liberation movement. However, the beginnings of ad¬ 
vocacy for birth control were in the 19th century, and the activist 
crusade for birth control in the United States was launched by Mar¬ 
garet Sanger in 1914 and then spread to a number of developing 
countries, including India and Mexico, in the 1920s (Douglas, 1970; 
Dixon-Mueller, 1993). 

POLICIES AND SUPPORT OF DEVELOPING COUNTRIES 

Today, the consensus among most governments of developing coun¬ 
tries is that rapid population growth and high fertility are detrimental 
to development, and most have policies that favor lower rates of 
population growth and lower fertility. This consensus came about 
gradually during the second half of the 20th century as more gov¬ 
ernments in developing countries faced the consequences of rapid 
population growth in terms of increasing demands for health and 
education services, high rates of unemployment and underemploy¬ 
ment, and stress on public infrastructure. In addition, the over¬ 
whelming majority of all countries today—both developed and 
developing—favor access to contraception, many through direct 
government support to family planning programs. 

Many national governments have given priority to national family 
planning programs, in part because of the expectation that increased 
use of contraception would reduce fertility and population growth. 
Hence, a growing number of developing countries adopted official 
policies that include demographic objectives to reduce population 
growth and to lower fertility (United Nations, 1998,2000b). Typical of 
current policies are those for Mexico and India. For example, the 
Mexican government established objectives in 1995 for the year 2000 
to reduce the annual rate of population growth and the fertility rate 
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and also to increase the national level of contraception (Consejo Na- 
cional de Poblacion, 1996).® In India, not only does the national gov¬ 
ernment have demographic goals that include eventual stabilization 
of the population, but a number of states have also adopted official 
population policies with goals for reducing population growth and 
fertility, increasing the couple protection rate (contraceptive preva¬ 
lence rate), and reducing maternal and infant mortality (Department 
of Family Welfare, Government of Rajasthan, 1999; Department of 
Family Welfare, Government of Andhra Pradesh, 1997).^ In general, 
the population policies and demographic goals for developing coun¬ 
tries are part of overall development programs and include, as in In¬ 
dia, additional health goals as well as other sector goals. 

India was the first country to establish a family planning program. 
That was in 1952. During the 1960s, a number of governments in 
other developing countries took an active approach to promoting 
fertility decline by adopting policies to reduce fertility and popula¬ 
tion growth and by supporting the development of national family 
planning programs. The developing countries that did so included 
(in Asia) Pakistan, Nepal, Republic of Korea, Singapore, Malaysia, In¬ 
donesia, and Taiwan and (in Latin America) Cuba, Chile, and Costa 
Rica (Donaldson, 1990). The rationale for such efforts was a combi¬ 
nation of concern about economic development and human welfare. 
At the same time that developing countries were initiating family 
planning programs, they were increasing investments in education 
and health as part of their overall social and economic development 
efforts. 

Beginning in the mid-1970s, the United Nations began surveying 
governments to ascertain their policies on various population issues, 
including population growth, fertility, and family planning. By 1976, 


®The government of Mexico first began setting demographic objectives in the 1970s, 
and thus those set in 1995 were just the most recent of such efforts. 

^Population stabilization is defined as reaching replacement-level fertility (an average 
of 2.1 children per woman) by a given year, 2016 in the case of Rajasthan. Even when 
replacement-level fertility is reached, a population will continue to grow for many 
years. This is because of a momentum that has been built up in the age structure, due 
to past high levels of fertility, that has yielded greater numbers of couples of 
reproductive age who are having children, albeit at an average of 2.1 children per 
woman. 
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Table 2.1 

Government Policies on the Rate of Population Growth, 
1976,1986, and 1998 (number of countries) 


Policy 

1976 

1986 

1998 

Raise 

28 

26 

20 

Maintain 

0 

12 

16 

Lower 

39 

53 

75 

No intervention 

82 

72 

82 

Total 

149 

163 

193 


SOURCE: United Nations (1998,2000b). 

NOTE: The data for 1976, 1986, and 1998 are not strictly comparable because of the 
changing composition of countries as new ones gained independence over time and 
other disappeared (e.g., due to geographic reconfigurations). For example, between 
1986 and 1998,15 new countries were added due to the breakup of the former USSR. 

39 of 149 countries surveyed had policies to lower their rates of 
population growth (Table 2.1), and 40 countries had policies to 
reduce fertility.® In addition, 94 countries provided direct support for 
contraceptive services and another 17 countries provided indirect 
support (Table 2.2). 

Between 1976 and 1998, the number of countries that had policies to 
reduce population growth increased to 75. At the same time, the 
number of countries that had policies to reduce fertility more than 
doubled, to 85. By 1998, the number of governments that facilitated 
contraceptive use by directly or indirectly supporting access to 
services had reached 179 of 193, representing 92 percent of 
governments (Table 2.2). Over 99 percent of the world's population 
lives in these 179 countries.® 

The trends in government policies show the consistent move toward 
greater concern about population growth and support for family 
planning programs. However, these global trends belie major differ- 


®The 40 countries included the 39 with policies to lower population growth rates plus 
one additional country. 

®The combined populations of the 13 countries and the Holy See that provided no 
support or that limited access to contraception was 43.6 million of the total world 
population of 6.1 billion in 2000. In addition to the Holy See, these included the 
countries of Andorra, Brunei, Bulgaria, Equatorial Guinea, Gabon, Georgia, Laos, 
Libya, Luxembourg, Oman, Switzerland, Turkmenistan, and United Arab Emirates. 



Origins and Evolution of Family Planning Programs 17 


Table 2.2 

Government Policies on Providing Access to Contraceptive Methods, 
1976,1986, and 1998 (number of countries)® 


Policy 

1976 

1986 

1998 

Direct support 

94 

116 

145 

Indirect support 

17 

23 

34 

No support 

23 

18 

13 

Limits 

15 

6 

1^ 

Total 

149 

163 

193 


SOURCE: United Nations (1998,2000b). 
NOTE: See note for Table 2.1. 


^Government policies on providing access to contraceptive methods “reflect the level 
of government support for modern methods of contraception (the pill, lUD, injecta- 
bles, hormonal implants, condoms, and female barrier methods); they are divided into 
four categories: 

a) The Government directly supports the dissemination of information, guidance and 
materials through government services; 

b) The Government indirectly supports provision of information, guidance and 
materials by non-governmental sources; 

c) The Government permits the provision of information, guidance and materials by 
non-governmental sources but provides no support to such agencies; 

d) The Government restricts access to information, guidance and materials in respect 
of modem method of contraception” (United Nations, 2000b, p. 207). 

^In 1998, only the Holy See reported that it limited access to contraceptive infor¬ 
mation and services. 

ences among the regions during the 1970s and 1980s. In Table 2.3, we 
consider whether countries had both an official policy to reduce 
population growth and a family planning program and also whether 
countries supported family planning for non-demographic reasons, 
i.e„ for health and as a human right. 

In 1970 and 1984, the Asian region had the greatest number of coun¬ 
tries with both an official policy to reduce population growth and a 
family planning program. In 1970, the number of countries in both 
Africa and Latin America with such a policy and support of family 
planning was relatively small. By 1984, the number of such countries 
in Latin America had doubled and represented about one-third of 
the countries in the region. In Africa, the number of countries in this 
grouping had only increased by two and represented only a small 
fraction of all countries in the region. 
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Table 2.3 

Developing Country Government Population Policies and 
Family Planning Programs, 1970 and 1984 


Region 

1970 

1984 

Africa 

Policy to reduce population growth rate and support 

6 

8 

for family planning® 

Support for family planning for non-demographic 

5 

19 

reasons^ 

Little or no support of family planning and no 

31 

25 

demographic policy^ 

All positions 

42 

52 

Asia 

Policy to reduce population growth rate and support 

14 

19 

for family planning 

Support for family planning for non-demographic 

1 

3 

reasons 

Little or no support of family planning and no 

22 

28 

demographic policy 

All positions 

37 

50 

Latin America 

Policy to reduce population growth rate and support 

5 

10 

for family planning 

Support for family planning for non-demographic 

11 

11 

reasons 

Little or no support of family planning and no 

7 

11 

demographic policy 

All positions 

23 

32 


SOURCES: Hermalin (1997) and Nortman and Hofstatter (1980). (The latter is one of a 
series of publications that ended in 1984.) 

^Support for family planning means either that the government had established a 
national program to provide services or gave support to private agencies involved in 
family planning. 

^This category includes countries that supported family planning for reasons of health 
and as a human right, but not for demographic reasons, i.e., to reduce the rate of 
population growth. 

‘^This is a residual category that includes countries that were neutral about their 
population growth or were pro-natalist. 
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Through the 1970s, African countries had not viewed population 
growth as a major factor in their development strategies given the 
small size of most of the populations (34 of 48 African countries had 
populations under 5 million in 1978). Not until the 1980s did concern 
about rapid population growth in the region begin to find public ex¬ 
pression (Chamie, 1994). But even then, African governments and 
international donors found the health rationale a compelling reason 
to promote family planning. Between 1970 and 1984, the number of 
African countries that supported family planning for non¬ 
demographic reasons nearly quadrupled. By 1998, 38 of 53 African 
countries had adopted policies to lower the rate of population 
growth and 50 African countries supported family planning (United 
Nations, 2000b). Thus, not until after the mid-1980s was there a sub¬ 
stantial change in the positions of African governments on popula¬ 
tion growth. The policy change in Africa reflected the difficulties that 
many African governments were facing in dealing with high rates of 
population growth (in excess of 2.5 percent per year for many coun¬ 
tries) that were outstripping economic growth and placing heavy 
demands on governments for health and education services, jobs, 
and, more generally, on public infrastructure. 

The acquired immune deficiency syndrome (AIDS) epidemic has had 
serious consequences for the health and life expectancy of popula¬ 
tions in sub-Saharan Africa. Not only is AIDS the leading cause of 
death in Africa, but it has also eroded decades of progress in reducing 
mortality and increasing life expectancy. Because of the increased 
mortality from AIDS, the question has been raised of whether rapid 
population growth will continue to be a problem in those countries 
with the highest prevalence rates of the human immunodeficiency 
virus (HIV), Nine African countries have HIV prevalence rates of 10 
percent or more, and in these countries average life expectancy has 
declined from 58 to 48 years. Because of high fertility, most countries 
in sub-Saharan Africa are still expected to grow, albeit at a slower 
pace than they would have without the epidemic. For example, in 
Zimbabwe, which has the second-highest prevalence rate of 
HIV/AIDS infection (one in five adults is infected), the population 
growth rate is 1.4 percent per year whereas it is estimated that it 
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would be 2.4 percent without AIDS (UNFPA, 1999a).Countries in 
sub-Saharan Africa are faced with complex policy challenges. They 
must deal with a devastating epidemic that overtaxes weak public 
health systems and has very destabilizing social and economic ef¬ 
fects, and they must simultaneously meet the demands of still¬ 
growing populations. 

FAMILY PLANNING PROGRAMS IN 
DEVELOPING COUNTRIES 

Family planned programs exist in most developing countries in Asia, 
the Middle East/North Africa, Latin America, and sub-Saharan 
Africa. Over the course of 35-40 years, the number of governments 
providing direct support to family planning programs has increased 
from nearly a dozen to 145. Many national government programs are 
implemented by ministries of health and some by other government 
institutions such as national social security programs (as in Mexico 
and Peru). In some countries such as Indonesia, dedicated national 
family planning organizations have provided services separate from 
the Ministry of Health. In other places, particularly sub-Saharan 
Africa, services are integrated with maternal and child health pro¬ 
grams. There are also many private family planning programs, the 
most common being the family planning associations that cire mem¬ 
bers of International Planned Parenthood Federation (IPPF). Private 
physicians and pharmacies are additional sources of contraception 
in most countries. 

The promise of family planning programs rested on assumptions 
about couples' desires for children (desire or demand for children) 
and their desires to control their fertility through the use of contra¬ 
ception (need or demand for contraception). Family planning pro¬ 
grams are the organized efforts of government and private agencies 
to supply contraceptive information and services and thereby assist 
couples in achieving their desired fertility goals (i.e., both the num¬ 
ber of children and the timing of births). It is the combined interplay 


^^See Goliber (1997, pp. 28-33) for a discussion of the HIV/AIDS epidemic and its 
effects on mortality and related socioeconomic and political effects; United Nations 
{2000a) on the demographic impact of AIDS. 
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of these demand-and-supply factors that affects the use of contra¬ 
ception and, through it, fertility (Simmons, 1992). 

Understanding how family planning programs affect fertility has 
been the subject of years of study by demographers and other social 
scientists. A framework for the analysis of family planning effective¬ 
ness maps out the social, cultural, economic, organizational, and po¬ 
litical influences on the demand for children and for fertility regula¬ 
tion and on related population policies and family planning 
programs. These influences, in turn, affect other factors, referred to 
as the proximate determinants of fertility (age at marriage, use of 
contraception, use of abortion, and breast-feeding) that directly af¬ 
fect pregnancy and childbirth (Lapham and Simmons, 1987). Some 
of the literature on the impact of family planning programs on fertil¬ 
ity is reviewed in Chapter Three. 

The following two sections discuss key aspects of the demand for 
contraception and the supply of family planning services. 

Demand for Contraception 

This section presents some of the key concepts and measures of the 
demand for contraception, the sources of information for the mea¬ 
sures, and how such information has been used. It also presents 
trends in the use of contraception in developing countries and re¬ 
views the current interest in a measure of outstanding or unmet de¬ 
mand for family planning. 

Surveys on the knowledge, attitudes, and practices (KAP surveys) 
about fertility and family planning were carried out beginning in the 
1960s and were important for the development of family planning 
programs. They collected information on fertility levels and fertility 
preferences. The preferences of couples, such as ideal or desired 
family size and whether they wanted more children, were considered 
a factor in reproductive behavior and perhaps a predictor of fertility 
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and of contraceptive use.^^ The surveys also collected information on 
knowledge and attitudes about contraception and actual use or 
interest in using contraception. 

The survey results, in general, showed that 

• married couples in developing countries wanted fewer children 
than they were having, 

• substantial proportions of couples wanted no more children, and 

• substantial proportions of couples approved of family planning 
in principle and were interested in “learning how to control their 
own fertility, and would do something if they had appropriate 
means..(Berelson, 1966, pp. 658-660). 

These surveys also showed that a substantial proportion of women 
did not want to have more children, yet they were not practicing 
contraception. The discrepancy between women’s stated prefer¬ 
ences for children and their contraceptive use is referred to as the 
“KAP-gap” or the “unmet need” for family planning (Westoff, 1978; 
Bongaarts, 1991). The extent of this unmet need among women of 
reproductive age provided a basic justification for the development 
of both public and private family planning programs in developing 
countries, whose purpose was to provide modern contraception 
conveniently and inexpensively (United Nations, 1999a). A recent 
study concluded that “the documented existence of a significant 
group of women who expressed a desire to limit their fertility and 
who ostensibly would use family planning services if they were avail¬ 
able inspired many governments to initiate ambitious family plan¬ 
ning programs” (Casterline and Sinding, 2000, p. 4). 

Subsequent to the early KAP surveys, several international survey 
programs have conducted large-scale national surveys in many 
countries around the world. These have included the World Fertility 


a cross-country analysis of 134 surveys in 84 countries, fertility preferences (the 
percentage of women wanting no more births) were found to be a valid predictor of 
fertility and contraceptive use (Westoff, 1990). A recent study in Bangladesh found 
them to predict abortion as well (Rahman, DaVanzo, and Razzaque, 2001). These 
findings rebut critics of the surveys who had contended that women did not really 
understand the survey questions and/or that they did not tell the truth in their 
responses (Warwick, 1982; Hartman, 1987). 
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Surveys (WFS), Contraceptive Prevalence Studies (CPS), and the on¬ 
going Demographic and Health Surveys (DHS) and reproductive 
health surveys^^ (Morris et al., 1981; Hermalin and Entwisle, 1982; 
Cleland, Scott, and Whitelegge, 1987; Robey, Rutstein, and Morris, 
1992; Morris, 2000). From 1972 to the present, over 250 surveys have 
been conducted under these programs (Vaessen, 2000). Over the past 
15 years, the national surveys have collected more and more infor¬ 
mation on existing services and needs for health and nutrition pro¬ 
grams in addition to fertility and contraception (see the list on p. 24 
of comparative studies that reflects the breadth of information that is 
contained in the DHS surveys). 

These surveys have been used to monitor trends in fertility, contra¬ 
ception, and maternal and child health. For example, governments 
in developing countries have used information from surveys and 
censuses to establish goals for reducing population growth, fertility, 
and mortality and to monitor progress in achieving these goals. The 
information on demographic and health trends derived from the 
surveys has provided policymakers and program managers in devel¬ 
oping countries—as well as the donor and research communities— 
with basic building blocks required to assess how well programs are 
meeting the needs of women, couples, and children on a range of 
health issues. The information also shows which segments of the 
population are not utilizing services and can help guide program¬ 
matic decisions. Similarly, family planning programs have used mea¬ 
sures, such as the prevalence of contraceptive use,^^ to assess how 
well they are doing. In addition, donors have used data on fertility 
changes, contraceptive prevalence, and unmet needs for family 
planning to show whether programs are working and to make the 
case for continued funding of international population assistance 
and in policy discussions with leaders of developing countries. 


^^The Division of Reproductive Health of the Centers for Disease Control and Pre¬ 
vention (CDC) has been providing survey assistance to developing countries since the 
mid-1970s. These surveys, now referred to as reproductive hedth surveys, are one part 
of a program of assistance under an interagency agreement between CDC and USAID. 

^^The prevalence of contraceptive use is typically defined as the percentage of cur¬ 
rently married women of reproductive ages (15-49) who were using a method of con¬ 
traception at the time of the survey. 
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Topics of Comparative Studies 
from the Demographic and Health Surveys^ 

Fertility and Marriage 

Fertility Levels, Trends, and Differentials 

Women’s Reproductive Preferences 

Men’s Fertility, Contraceptive Use, and Reproductive Preferences 

Socioeconomic Differentials in Fertility 

Childbearing Attitudes and Intentions 

Gender Preferences for Children 

Marriage and Entry into Parenthood 

Contraception 

Contraceptive Knowledge, Use, and Sources 
Unmet Need and the Demand for Family Planning 

Maternal Health 
Maternal Health Care 
Maternal Nutritional Status 
High-Risk Births and Maternity Care 
Postpartum Effectiveness of Breast-feeding 

Child Health 

Infemt and Child Mortality 
Childhood Morbidity and Treatment Patterns 
Children's Nutritional Status 
Childhood Immunization 

Breast-feeding and Complementary Infant Feeding 
Health Services 

Availability of Family Planning, Maternal, and Child Health Services 


SOURCE: Macro International Inc. (1999). See the DHS+ Web site for a list of 
additional reports based on the survey data (www.macroint.com). 

^Information has been collected on other topics (e.g., STDs and HIV/AIDS, in¬ 
cluding knowledge of modes of transmission, symptoms, and use of condoms; 
and female circumcision). No comparative reports have been prepared on these 
topics to date. 
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Trends in contraceptive prevalence in developing countries show an 
increase from an average of about 10 percent of couples in the mid- 
1960s to well over 50 percent in the late 1990s (Ross, Stover, and 
Willard, 1999). Trends by country, as shown in Table 2.4, demon¬ 
strate substantial increases and a relatively high level of “met” de¬ 
mand for contraception in many countries in all regions except sub- 
Saharan Africa. A number of countries have achieved levels of 
contraceptive use of nearly 50 percent or more. Eleven of 19 Asian 
countries shown in Table 2.4 have levels of prevalence of more than 
50 percent (Bangladesh, China, Hong Kong, Indonesia, Republic of 
Korea, Mongolia, Singapore, Sri Lanka, Taiwan, Thailand, and Viet¬ 
nam), but use rates remain low in some of the others (e.g., 13 percent 
in Cambodia and 18 percent in Pakistan). Among Latin American 
countries, 15 of 18 (all but Bolivia, Guatemala, and Haiti) have 
achieved contraceptive prevalence of 50 percent or more. In the 
Middle East/North Africa region, 7 of the 15 countries have a level of 
contraceptive prevalence of 50 percent or more. These are Algeria, 
Egypt, Iran, Jordan, Morocco, Tunisia, and Turkey. However, rates 
were low in Iraq (14 percent in 1989) and the Sudan (10 percent in 
1993). In sub-Saharan Africa, however, only Cape Verde, Mauritius, 
South Africa, and Zimbabwe have contraceptive prevalence over 50 
percent. Rates are below 10 percent in 12 of the 36 countries shown 
in Table 2.4. 

Not only are the levels of contraceptive prevalence substantial in 
many of these countries, but also changes over time show consider¬ 
able increases in relatively few years. Over the course of 15 years, 
prevalence more than doubled in Morocco. Over about a 20-year pe¬ 
riod, it more than tripled in Indonesia and more than doubled in 
Mexico. Over a 25-year period, contraceptive prevalence increased 
more than sevenfold in Bangladesh. Even in sub-Saharan Africa, 
where prevalence is generally much lower, it increased by more than 
fivefold in Kenya in two decades, by 2.5-fold in Tanzania in seven 
years, and by more than 40 percent in Zimbabwe in 15 years. 

The use of modern methods is typically a measure that programs use 
to capture how effective programs may be in preventing unintended 
pregnancies. The higher the proportion of contraceptive use that 
comes from use of modern methods, the more effective contracep¬ 
tion should be in preventing unintended pregnancies and in turn in 
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Table 2.4 

Trends in Contraceptive Prevalence and Modem Method Use 
in Developing Countries 

(shown as percentages of currently married women of reproductive age) 


Country (survey years) 

Earlier 

Survey 

Year® 

Later 

Survey 

Year 

Percentage 

Modern 
Method 
Use at 

Later 

Survey*^ 

Asia 

Bangladesh (1976, 2000) 

8 

54 

43 

Cambodia (1995) 

- 

13 

7 

China (1982, 1992) 

71 

83 

83 

Hong Kong (1972,1992) 

50 

86 

80 

India (1970,1999) 

14 

48 

43 

Indonesia (1976,1997) 

18 

57 

55 

Laos (1993) 

_ 

19 

15 

Malaysia (1974,1988) 

33 

48 

31 

Mongolia (1994) 

- 

61 

25 

Myanmar (1992,1997) 

17 

33 

28 

Nepal (1976,1996) 

3 

29 

26 

Pakistan (1975,1994) 

5 

18 

13 

Philippines (1978,1998) 

36 

47 

28 

Republic of Korea (1974,1994) 

35 

77 

67 

Singapore (1973,1982) 

60 

74 

73 

Sri Lanka (1975,1993) 

43 

66 

44 

Taiwan (1980,1992) 

69 

82 

74 

Thailand (1975,1996) 

33 

72 

69 

Vietnam (1988, 1997) 

53 

75 

56 

Latin America 

Bolivia (1983,1998) 

26 

48 

25 

Brazil (1986,1996) 

66 

77 

70 

Colombia (1976,2000) 

43 

77 

64 

Costa Rica (1976,1999) 

64 

80 

71 

Cuba (1987) 

- 

70 

67 

Dominican Republic (1975,1996) 

32 

64 

59 

Ecuador (1979,1999) 

34 

66 

52 

El Salvador (1978,1998) 

34 

60 

54 

Guatemala (1978,1999) 

18 

38 

31 

Haiti (1983, 2000) 

7 

28 

22 

Honduras (1981,1996) 

27 

50 

41 

Jamaica (1976,1997) 

38 

64 

61 

Mexico (1976,1995) 

30 

67 

59 
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Table 2.4—continued 


Country (survey years) 

Earlier 

Survey 

Year^ 

Later 

Survey 

Year 

Percentage 

Modern 
Method 
Use at 
Later 
Survey^ 

Latin America (continued) 

Nicaragua (1981,1997) 

27 

60 

57 

Panama (1976,1984) 

54 

58 

54 

Paraguay (1979,1998) 

36 

57 

48 

Peru (1978, 2000) 

31 

69 

50 

Trinidad and Tobago (1977,1987) 

52 

53 

44 

Middle East/North Africa 

Algeria (1987,1995) 

36 

52 

49 

Egypt (1980, 2000) 

24 

56 

54 

Iran (1977,1994) 

36 

70 

51 

Iraq (1974,1989) 

15 

14 

10 

Jordan (1976,1997) 

25 

53 

38 

Kuwait (1987) 

- 

35 

32 

Libya (1995) 

- 

40 

26 

Morocco (1980, 1995) 

20 

50 

42 

Oman (1988,1995) 

9 

22 

19 

Sudan (1989,1993) 

9 

10 

7 

Syria (1978,1993) 

20 

40 

28 

Tunisia (1978,1994) 

31 

60 

51 

Turkey (1978,1998) 

38 

64 

38 

United Arab Emirates (1995) 

- 

27 

24 

Yemen (1979,1997) 

1 

21 

10 

Sub-Saharan Africa 

Benin (1981,1996) 

9 

16 

3 

Botswana (1984,1988) 

28 

33 

32 

Burkina Faso (1993,1999) 

8 

12 

5 

Burundi (1987) 

- 

9 

1 

Cameroon (1978,1998) 

2 

19 

7 

Cape Verde (1998) 

- 

53 

46 

Central African Republic (1994) 

- 

15 

3 

Chad (1997) 

- 

4 

1 

Congo (1991) 

- 

8 

2 

Cote d’Ivoire (1980,1998) 

3 

15 

7 

Eritrea (1995) 

- 

20 

7 

Ethiopia (1990) 

- 

4 

3 

Ghana (1980,1998) 

10 

22 

13 

Guinea (1993,1999) 

2 

6 

4 

Kenya (1978,1998) 

7 

39 

31 

Lesotho (1977,1992) 

5 

23 

19 




28 The Origins and Evolution of Family Planning Programs in Developing Countries 


Table 2.4—continued 


Country (survey years) 

Earlier 

Survey 

Year® 

Later 

Survey 

Year 

Percentage 

Modern 
Method 
Use at 
Later 
Survey*’ 

Sub-Saharan AMca (continued) 

Liberia (1986) 


6 

6 

Madagascar (1992,1997) 

17 

19 

10 

Malawi (1984,1996) 

7 

22 

14 

Mali (1987,1996) 

5 

7 

5 

Mauritania (1981,1990) 

1 

3 

1 

Mauritius (1985,1991) 

75 

75 

49 

Mozambique (1997) 

- 

6 

5 

Namibia (1992) 

- 

29 

26 

Niger (1992,1998) 

4 

8 

5 

Nigeria (1982,1990) 

5 

6 

4 

Rwanda (1983,1992) 

10 

21 

13 

Senegal (1978,1997) 

4 

13 

8 

South Africa (1976, 1998) 

37 

62 

61 

Sudan (1979,1993) 

5 

8 

7 

Swaziland (1988) 

- 

20 

17 

Tanzania (1992,1999) 

10 

25 

17 

Togo (1988,1998) 

12 

24 

7 

Uganda (1989,1995) 

5 

15 

8 

Zambia (1992,1996) 

15 

26 

14 

Zimbabwe (1984,1999) 

38 

54 

50 


SOURCES: Ross, Stover and Willard (1999, Table A.l); United Nations (1999a); ORC 
Macro (2001); Population Reference Bureau (2001). Data for Costa Rica from Univer¬ 
sity of Costa Rica (Rosero-Bixby, 2001). 

®For most countries, the earlier survey was carried out under the World Fertility 
Survey program. A dash is used to indicate that there was no earlier survey. 

^Modern methods include female and male voluntary surgical sterilization, oral con¬ 
traceptive pills, injectable hormones, Norplant implants, lUDs, condoms, and vaginal 
barrier methods (e.g., diaphragms; cervical caps; and spermicidal foams, jellies, 
creams, and sponges) (United Nations, 1999a). 
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lowering fertility and preventing abortion. In China, use of modern 
methods is the same as overall prevalence (83 percent). This is in 
contrast to Bolivia, where the majority of contraceptive use is by 
women using traditional methods of family planning such as with¬ 
drawal or folk methods; such traditional methods constitute 25 per¬ 
centage points of an overall prevalence of 48 percent. The percentage 
of married women of reproductive age using modern contraceptive 
methods is under 10 percent in 21 of the 36 countries in sub-Saharan 
Africa shown in Table 2.4. 

While the trends in contraceptive prevalence demonstrate the level 
of met need, unmet need remains an important challenge in many 
countries. The concept of unmet need has evolved considerably 
since the initial measure of the gap between preferences and contra¬ 
ceptive use. A number of refinements have been made in the way it is 
measured; unmet need now takes into account the desire to post¬ 
pone the next pregnancy (i.e., the unmet need for birth spacing) as 
well as the desire to limit births. 

Recent estimates of unmet need for family planning that combine 
the needs for birth spacing and limiting births range from 6.7 percent 
in Mozambique in 1997 to a high of 47.8 percent in Haiti in 1994- 
1995 (United Nations, 1999a). It has been estimated that, overall, 
about 17 percent of women of reproductive age in the developing 
world have an unmet need for family planning, and that satisfying 
unmet need would help reduce fertility among developing countries 
from a current overall level of about 4 children per woman to just 
above 3 children (Binding, Ross, and Rosenfield, 1994).Based on 
this estimate, satisfying unmet need would exceed government tar¬ 
gets for contraceptive prevalence in some 13 of 17 developing coun¬ 
tries that have such quantitative goals. The challenge of responding 
to unmet need is substantial given the various constraints on contra¬ 
ceptive use that many women in developing countries continue to 
face. (Chapter Four discusses quality of care, which is one of the con¬ 
straints.) 


^^See United Nations (1999a, pp. 106-138) for a discussion of the evolution of interest 
in fertility preferences and contraception and measurement issues on unmet need. 

^^Unmet need in China was excluded from the estimate given the high level of con¬ 
traceptive use and assuming virtually no unmet need. 
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While the demand for contraception is increasing across developing 
countries, there are regional differences (Westoff and Bankole, 2000). 
In Asia, North Africa, Latin America, and the Caribbean, most women 
who have a need for contraception are already using a method. The 
great majority of contraceptive users in these regions are doing so to 
limit the number of births. The percent of unmet need among 
women from these regions has thus become relatively low (ranging 
from about 9 to 30 percent). While the demand for contraception and 
the demand for limiting future births are also growing in sub- 
Saharan Africa, the level of unmet need is much higher because the 
use of contraception (whether for limiting or spacing births), al¬ 
though increasing, is still relatively low. 

Projecting future demand for contraception is based not only on 
filling unmet need and thus increasing contraceptive prevalence 
rates, but also on the increasing numbers of women of reproductive 
age due to population growth. One recent estimate, based on 87 
countries, projects that there will be 105 million additional users of 
contraception between 2000 and 2015, or 79 percent more than the 
current number of users. These projected “additional users far ex¬ 
ceed the number of current users in Latin America and the Middle 
East/North Africa combined” (Ross and Bulatao, 2001, p. 3).^® 

Unmet need has become a useful concept that bridges both national 
demographic goals for fertility reduction and individuals’ rights 
(Binding, Ross, and Rosenfield, 1994). The Program of Action of the 
UN's 1994 ICPD states, “Government goals for family planning 
should be defined in terms of unmet needs for information and ser¬ 
vices” (United Nations, 1995, p. 204). Focusing on unmet need and 
the extent to which individual fertility goals are achieved under¬ 
scores the increased emphasis given to individual welfare and 
rights. 


^®This estimate is based on 87 countries that are considered “donor-relevant coun¬ 
tries" in that they depend on donor contributions, to some extent, for their contracep¬ 
tive commodity needs. Two large countries, China and India, are excluded from the 
estimate since they are considered self-sufficient for contraceptive commodity 
supplies. 

^^Use of the concept of unmet need has nevertheless been the subject of some criti¬ 
cism. One such critique was that “the concept fails to distinguish between women who 
have little access to contraception and those who fear it, have religious or other moral 
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Supply of Family Planning Services 

In the early days of family planning programs, the supply of contra¬ 
ceptive services was the major concern. Developing country gov¬ 
ernments, private organizations, and international donors directed 
considerable effort toward increasing access to services. For years, 
lack of access to services was seen as the major impediment to 
widespread use of contraception (Bertrand et al., 1995 [see especially 
note 1]). Good access was thought to be the key to women and cou¬ 
ples’ using contraception. Good access implied that contraceptives 
should be affordable, that services should be within a reasonable 
traveling distance and time, and that rules and regulations (such as 
limited clinic hours) shouldn’t limit access. Finally, good access pre¬ 
sumed that potential users had sufficient knowledge of methods and 
where to get them. Access continues to be seen as a constraint in 
many settings, especially in Africa, where the health infrastructure is 
weak, and among particular population groups such as adolescents. 
(The discussion of Quality of Care of Family Planning Programs on 
pp. 82-99 also refers to sociocultural barriers to access.) 

Family planning programs are complex systems that convert fi¬ 
nancial resources, political support and related policy goals, program 
structure, and management and leadership abilities into programs 
that provide services (Hermalin, 1997). The general environment in 
which programs are working also influences them, and many factors 
can serve to constrain the development and functioning of programs 
(Simmons and Simmons, 1987). The actual delivery of services de¬ 
pends on human resources (numbers and type of staff, as well as 
levels of expertise), training and supervision of staff, the availability 
of contraceptive and other supplies, and monitoring systems and 
evaluation. 


objections, or have their decisions made for them by husbands or parents-in-law’ 
(Cddwell and Caldwell, 1997, p. 23). 
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Table 2.5 

Number of Countries by Strength of Family Planning Program, 
1972 and 1994^ 


Date 

Strong 

Moderate 

Weak 

Very Weak 
or None 

Total 

Number of 
Countries 

1972 

8 

11 

9 

49 

77 

1994 

14 

32 

30 

1 

77 


SOURCE: Ross and Mauldin (1996), 

^The 30 components of family planning programs that were used to derive overall 
program strength are described in Table 3 of Bulato (1998). 


Given the multiplicity of factors that constitute service delivery pro¬ 
grams, it is not surprising that there is wide variation in the strength 
of programs (see Table 2.5). In a comparative analysis of 77 family 
planning programs in developing countries, 8 were considered 
strong in 1972 compared with 14 in 1994.^® The number of programs 
considered to be moderately strong increased almost threefold from 
11 to 32. The number of weak programs increased from 9 to 30. Most 
of the increase in weak programs came from countries that either 
had no program or a very weak program in 1972. By contrast, the 
number of countries with no program or a very weak one fell from 49 
to 1 (United Arab Emirates). 

There is variation among regions in the strength of programs. By 
1994, almost all programs in East Asia were strong or moderate. In 
South and Southeast Asia, more than half the programs were strong 
or moderate. In Latin America, two of every five programs were so 
considered. For countries in North Africa and the Middle East, how¬ 
ever, only one in five were considered strong or moderate. For sub- 
Saharan Africa, none were considered strong, and fewer than one in 
six were seen as moderately strong. 


^®The relative strength of programs or program effort is based on 30 measures 
representing four categories of program components: policy, service, record keeping, 
and method availability. A total maximum score on all 30 measures is 120; strong 
programs have a score of 80 or more; moderate programs have scores of 55-79; weak 
programs have scores of 25-54; and very weak or nonexistent programs have scores of 
under 25 (Ross and Mauldin, 1996). 
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One of the important characteristics of family planning programs 
that has evolved over the years is the emphasis on different service 
delivery channels. Through pilot and experimental programs, it 
gradually became accepted wisdom that stronger programs needed 
to have multiple service delivery channels as a way to meike services 
more available to a client population. Typically, the earliest programs 
began as clinic-based services with a relatively small number of con¬ 
traceptive methods including the pill, lUDs, and female sterilization. 
Given that many potential clients did not have access to clinic ser¬ 
vices, community-based distribution or delivery (CBD) of family 
planning services using trained outreach workers began to develop 
in the 1960s and early 1970s. The “purposes [of the CBD efforts] were 
to make services easily available at the village or even household 
level, to make them more acceptable by reducing the social distance 
between provider and consumer...” (Ross et al., 1987, p. 343). Vari¬ 
ous CBD approaches have been carried out over the years in Asia, 
Latin America, and Africa in order to bring services into the com¬ 
munities where people lived and thus to bring the services closer to 
potential users. The door-to-door approach in Bangladesh is perhaps 
the best studied of the CBD programs. (See the discussion of this 
program in Chapter Five.) 

Another channel for service delivery that was tested, first in India in 
the 1960s and then in Colombia and Sri Lanka in 1973 and 1974, was 
contraceptive social marketing (CSM). CSM programs “distribute 
contraceptives through existing commercial and retail channels 
(particularly pharmacies) and, because of subsidies from national 
governments or donor agencies, sell them at low prices, with the 
primary aim of achieving high distribution among low-income 
groups” (Sheon, Schellstede, and Derr, 1987, p. 367). One assump¬ 
tion underlying CSM programs is that they help to make supplies 
more widely available than would be possible through only clinic- 
based services. Further, it is assumed that there is group of potential 
users who lack access to free or very low priced contraceptives from 
government outlets, and who are also unable for economic reasons 
to purchase contraceptives, such as condoms, the pill, and spermi¬ 
cides, at regular retail prices through pharmacies or private doctors. 
As of 1999, there were social marketing programs in 53 countries in 
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Africa, Asia, and Latin America.Major contraceptive social 
marketing programs were operating in 27 developing countries (11 in 
Asia, 11 in Africa, and 5 in Latin America) (DKT International, 2000). 

The range of available contraceptive methods is another facet of the 
evolution of family planning programs. While early programs in the 
1960s relied mostly on lUDs, the pill, and sterilization, advances in 
contraceptive technology have increased the number, efficacy, and 
safety of modern methods that are available in many developing 
countries. Improvements in a number of methods have had positive 
consequences for contraceptive choice given the differing interests 
and needs of individuals and couples. There are safer and more ef¬ 
fective lUDs. Of hormonal contraceptives, there are safer formula¬ 
tions with fewer side effects, the progestin-only pill that is appropri¬ 
ate for use by breast-feeding women, and different delivery modes 
(mini-pill, injectables, and most recently, the Norplant implant). 
There are simplified and safer means of both female and male steril¬ 
ization, and higher quality and stronger condoms for men as well as 
the new female condom.^o There are improved approaches to natural 
family planning and the lactational amenorrhea method (LAM).2i 
The newest method, emergency contraception (EC)—often called the 
"morning-after pill”—consists of hormonal pills taken after 
unprotected sex. Its promotion in developing countries began only in 
1995.22 general, family planning programs have benefited from the 
availability of this wider range of simpler and safer modern methods. 
However, as will be discussed (in Chapter Four, under Quality of 
Care in Family Planning Programs, on pp. 88-91), not all programs 


^^There were also small programs in Albania, Romania, and Russia that were started in 
1995 or later. 

2®The U.S. Food and Drug Administration (FDA) approved the female condom in 1993 
(Gardner, Blackburn, andUpadhyay, 1999). 

21 Natural family planning (NFP) refers to methods in which a couple avoids sexual 
intercourse during the fertile phase of a woman’s menstrual cycle (the time in which a 
woman can get pregnant) to prevent pregnancy or has intercourse during the fertile 
phase to try to achieve pregnancy. There are a number of NFP methods such as calen¬ 
dar, rhythm, and basal body temperature. LAM refers to the use of breastfeeding as a 
contraception method and is based on the physiologic effect of infant suckling to sup¬ 
press ovulation. 

22This method is not actually new since it depends on use of existing hormonal pills. 
What is new is information on and promotion of EC as a morning-after pill (Pillsbury, 
Coeytaux, and Johnston, 1999). 
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provide and promote a wide range of methods, and clients’ needs 
have not always been of sufficient concern in some programs. 

Availability of various modern methods of contraception depends on 
many aspects of the organization of service delivery, but a reliable 
and adequate supply of contraceptive commodities such as con¬ 
doms, pills, injectables, and lUDs is among the most basic factors. 
Stronger family planning programs have been those with good 
commodity and logistics systems. Over the years, international 
donors have played a very important role in supplying contraceptive 
commodities. Donors and other international organizations con¬ 
tinue to assist in the effort to secure contraceptive and reproductive 
health commodities.^^ While the public sector in a number of 
countries, such as China and India, funds the supply of contraceptive 
commodities, most countries remain dependent on donor contribu¬ 
tions for their supply needs. Current projections of contraceptive 
commodity needs for the next 15 years forecast an almost certain 
shortfall between growing contraceptive needs and the likely re¬ 
sponse on the part of donors. The growth in the required level of 
funding to meet projected needs is just over 5 percent per year and 
represents the combination of increased needs due to growth in the 
number of women of reproductive age, expected increases in contra¬ 
ceptive prevalence, and the special demands placed on condom 
supplies in response to the HIV/AIDS epidemic (Ross and Bulatao, 
2000 ). 

The historical relationship between the delivery of family planning 
services and a broader array of services that includes maternal and 
child health or reproductive health is another aspect of the evolution 
of programs. Several early government programs, such as those in 
India, Thailand, and South Korea, placed family planning services 
within the public health sector, although other government pro¬ 
grams in countries such as Indonesia, Pakistan, and the Philippines 


^^Under the Global Initiative on Reproductive Health Commodity Management, 
UNFPA is assisting countries to determine how to meet their contraceptive and repro¬ 
ductive health commodity needs (UNFPA, 1999a, Box 22, p. 52). An Interim Working 
Group on Reproductive Health Commodity Security, formed in 2000 in response to 
the UNFPA initiative, is also helping to identify problems with commodity supplies 
and working with donors, developing country governments, technical agencies, and 
NGOs to secure essential supplies (Interim Working Group on Reproductive Health 
Commodity Security, 2001). 
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created autonomous agencies. By the mid-1980s, the consensus 
among many nations and international organizations was that spe¬ 
cialized population activities (i.e., family planning programs) were 
legitimate if they were tied to the health and development sectors 
(Simmons and Phillips, 1987, p. 186). In assessing whether integrated 
services were more acceptable and led to greater adoption of contra¬ 
ception, the empirical evidence showed that ‘‘client populations 
have responded well to both integrated and vertical services. The les¬ 
son appears to be that people desire good services, irrespective of 
their specific combination” (Simmons and Phillips, 1987, p. 204). 

The issue of integrated services was raised again when the “appro¬ 
priate constellation of services” became an element for improving 
the quality of care of family planning services (Bruce, 1990).24 What 
constitutes an appropriate constellation of services depends on the 
setting, particularly on clients’ needs and what other services are 
available. In Africa, where health care services are generally minimal, 
the acceptable context for family planning is generally within mater¬ 
nal and child health programs. Since ICPD, the emphasis on repro¬ 
ductive health as the appropriate constellation of services has given 
renewed attention to the issue of integration. Empirical studies of the 
reproductive health approach to the delivery of services will help de¬ 
termine what combination of services is feasible and most effective. 
(See discussion in Chapter Four on reproductive health.) 

FUNDING OF FAMILY PLANNING PROGRAMS 

International donors and funding organizations have played very 
significant roles in promoting interest in population and family 
planning programs in developing countries. They have also provided 
substantial support for the implementation and improvement of 
programs over the years. Developing countries themselves have 
contributed substantial resources, estimated to be about 75 percent 
of total funding for population activities in the 1990s. This section 
highlights trends in development assistance for population pro¬ 
grams, discusses the role of developing country governments, and 
presents brief descriptions of four of the more influential organiza- 


^'^Concern about the lack of attention to quality of care in family planning programs is 
discussed in Chapter Four, followed by a review of research on quality of care. 
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tions: the U.S. Agency for International Development (USAID), the 
United Nations Population Fund (UNFPA),IPPF, and the World 
Bank. 

Development assistance for population and family planning on the 
part of donor governments grew from just two countries (the United 
States and Sweden) before 1968 to 21 by the mid-1990s (Conly and de 
Silva, 1998). Total funding for population and family planning by 
donor governments increased from $13.6 million in 1965 (Donald¬ 
son, 1990) to $980 million in 1994 (United Nations Population Fund, 
1999b). In 1994, four countries provided nearly 75 percent of the in¬ 
ternational population assistance funds, with the United States 
heading the list followed by Germany, Japan, and the United King¬ 
dom. Beginning in 1995, the definition of population assistance was 
broadened to include reproductive health; hence data on funding for 
population assistance in recent years are not comparable to those for 
earlier years. Funding in the years following the ICPD increased 
sharply, reaching nearly $1.4 billion in 1996 and more than $1.5 bil¬ 
lion in 1997 and again in 1998 (the most recent year for which data 
are available). This increase in funding levels after 1994 occurred for 
nearly all donor governments (see Table 2.6 for trends in donor 
funding from 1987 to 1998). 

Table 2.6 shows that population assistance for these 21 countries and 
the European Union represented on average nearly 3 percent of Of¬ 
ficial Development Assistance (ODA), with the United States allocat¬ 
ing the largest percentage at 7.1 percent. When population assistance 
is adjusted based on the donor nations’ level of Gross National Prod¬ 
uct (GNP), the countries that provided the highest relative amounts 
were Norway ($493 per million U.S. dollars of GNP), Sweden ($356), 
Denmark ($351), the Netherlands ($313), and Luxembourg ($247). 
On this basis, the United States ranks ninth in the level of population 
assistance among donor countries ($73 per million U.S. dollars of 
GNP). 


^^UNFPA was formerly called the United Nations Fund for Population Activities. Al¬ 
though the official name changed to United Nations Population Fund, the acronym of 
UNFPA remained unchanged. 
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Table 2.6 

International Population Assistance by Donor Countries,® 
1987,1994 and 1998 (millions of current $US*’) 


Country 

1987 

1994 

lOOO*" 

%of 

ODA for 
Population, 
1998 

Donor 
Assistance 
per million 
$US of 
GNP, 1998 

Australia 

2 

18 

45 

4.6 

126 

Austria 

<1 

<1 

2 

0.4 

8 

Belgium 

1 

3 

10 

1.1 

40 

Canada 

30 

23 

39 

2.3 

67 

Denmark 

16 

33 

60 

3.5 

351 

European Union 

NA 

4 

79 

NA 

NA 

Finland 

9 

8 

23 

5.8 

185 

France 

<1 

13^ 

17 

0.3 

11 

Germany 

32 

115 

125 

2.2 

58 

Ireland 

0 

<1 

0 

0.0 

0 

Italy 

2 

18^ 

6 

0.3 

5 

Japan 

54 

83 

89 

0.8 

23 

Luxembourg 

0 

<0.1 

4 

3.8 

247 

Netherlands 

28 

44 

119 

3.9 

313 

New Zealand 

<1 

<1 

2 

1.8 

47 

Norway 

46 

41 

71 

5.4 

493 

Portugal 

0 

<1 

1 

0.5 

12 

Spain 

0 

<1^ 

4 

0.3 

8 

Sweden 

25 

45 

78 

5.0 

356 

Switzerland 

4 

8 

18 

2.0 

64 

United Kingdom 

26 

58 

126 

3.3 

89 

United States 

267 

463 

620 

7.1 

73 

Total 

(in billions) 

540 

980 

1,538 

Average 
country 
effort = 2.8 

67 


SOURCES: Conly and de Silva (1998), UNFPA (1999b, 2000b). 

^Funds were channeled through bilateral programs, spent by multilateral organi¬ 
zations and agencies, and by international NGOs. 

*^Current dollars are the prevailing dollar figures at the time of measurement and were 
taken as reported by the donor organizations in the UN survey of financial resource 
flows for population activities (UNFPA, 2000b). 

^Prior to 1995, UNFPA defined population assistance to include expenditures on fam¬ 
ily planning services and related public education, population policy development, 
and demographic data collection. Beginning in 1995, the definition of population as¬ 
sistance was broadened to include prevention of sexually transmitted diseases (STDs), 
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Private foundations are another important source of funding for 
population activities, and their support has increased in recent years. 
In 1998, they provided about $72.5 million or roughly 5 percent of all 
population assistance. Support from private foundations has in¬ 
creased substantially since the late 1980s when it was under $40 mil¬ 
lion per year (UNFPA, 1999b, 2000b). Ten foundations provided 
about 99 percent of the total population assistance from foundations 
in 1998 (Ford, Gates, Hewlett, MacArthur, Mellon, Packard, Rocke¬ 
feller, Summit, Wellcome Trust, and World AIDS Foundation). In 
addition to foundations, a number of nongovernmental organiza¬ 
tions (NGOs)—which typically serve as channels of funding from bi¬ 
lateral donors (as in Table 2.6) and foundations to developing coun¬ 
tries— have provided funding for population activities, out of their 
own resources, directly to developing country recipients. In 1998, 
over $51 million was given by these NGOs. Heading the list were 
Marie Stopes International and The Population Council. Most of the 
foundations and key NGOs are based in the United States or Great 
Britain.26 

Donor support to international population programs has tradition¬ 
ally been provided through three channels of assistance, with each 
having about one-third of the funds: (I) direct bilateral assistance 
from developed country governments to developing country gov¬ 
ernments; (2) multilater^ assistance from UN organizations, primar¬ 
ily UNFPA; and (3) NGOs, including IPPF as well as national and local 
NGOs in both developing and donor countries. 


^^Contributions from foundations have increased since the UNFPA report for 1998, 
with the involvement of additional organizations (e.g., the United Nations Founda¬ 
tion, funded by CNN founder Ted Turner) and increases on the part of historical 
donors. Totals may be even higher since not all organizations receive the UNFPA sur¬ 
vey on financial resources for population activities, and nonresponse is high from 
those funding integrated development programs with some population components 
(Bernstein, 2001). 


HIV, and AIDS and also basic reproductive health services such as prenatal, delivery, 
and postnatal care (UNFPA, 1999b). Hence the trends in population assistance before 
and after 1995 are not comparable. 

^In 1994, no figures were reported for population assistance, so this figure is estimated 
at the 1993 level. 

NA = not available and/or applicable. 
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Reliance on international donor assistance by developing countries 
was considerable for a number of years, and many countries “came 
to rely on foreign aid for support of population and family planning 
projects” (Donaldson, 1990). Gradually, the balance has shifted so 
that by the early 1990s, it was estimated that three-quarters of all 
family planning expenditures came from developing country gov¬ 
ernments (Lande and Geller, 1991). The important funding contribu¬ 
tion from developing countries has continued based on a UNFPA 
survey that estimated governments and national NGOs in these 
countries spent roughly $7.4 billion on population programs in 1998 
(UNFPA, 2000b). This level of funding compares with about $2.2 bil¬ 
lion from donors and foundations, and suggests that over 75 percent 
of funding came from developing countries. The global estimate of 
domestic resources is impressive, but it belies the fact that the ma¬ 
jority of these funds (about 80 percent) came from a few large coun¬ 
tries (China, India, Indonesia, Iran, and Mexico). Hence, most coun¬ 
tries, especially those in sub-Saharan Africa and the least developed, 
are still highly dependent on international donor support for their 
population programs. 

The following sections summarize very briefly the involvement of 
four of the more influential donor and funding organizations. 

U.S. Agency for International Development 

The largest and most influential of the bilateral population donors 
has been USAID, part of the U.S. Department of State. The popula¬ 
tion assistance program of USAID began in 1965 with the an¬ 
nouncement that technical assistance in family planning would be 
available to countries requesting it (Donaldson, 1990). Leona Baum¬ 
gartner, a high-level USAID official who was also a well-regarded 
public health physician, spoke near the beginning of the program 
about international concern with population: 

The goal is increasing movement toward a dynamic balance be¬ 
tween the resources, the advancing abilities of people to use re¬ 
sources productively, and the changing number of people who 
must be sustained by the resources as used. The goal is not reduc¬ 
ing, increasing, or stabilizing the numbers of people. It is helping 
make more possible a richer, fuller life—^jobs; homes; resources; 
freedom from hunger, disease, ignorance; time for development of 
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innate capacities—in short, enriching the quality of life for an in¬ 
creasing proportion of the world’s people (Berelson et al., 1966, p. 

278). 

The rationale for U.S. government support is reflected in this state¬ 
ment, but was coupled with a strong concern about rapid population 
growth as a destabilizing factor in international order and a threat to 
U.S. security in part prompted by the Cold War atmosphere of the 
period (Donaldson, 1990 )U.S. interest in population assistance 
stemmed from a combination of strategic and humanitarian con¬ 
cerns, including promoting a better life for people in developing 
countries and enabling couples and individuals to decide freely on 
the size of their families (USAID, 1982). 

By 1968, USAID was the primary source of funding for international 
population and family planning activities, with a budget of nearly 
$35 million, representing over 66 percent of the total international 
population assistance (Donaldson, 1990). By 1994, the USAID budget 
for population and family planning activities had reached $463 mil¬ 
lion and was 47 percent of total international population assistance. 
USAID population assistance is provided to over 80 countries, al¬ 
though roughly half of its funding supports activities in about 20 
countries. In fiscal year (FY) 2001, the budget was $425 million.^^ 

United Nations Population Fund 

Established in 1967, the UNFPA became the dominant multilateral 
organization and the largest and most influential UN organization in 


report in the RAND Population Matters series, entitled The Security Dynamics of 
Demographic Factors, reviews the international and U.S. national security implications 
of demographic factors (Nichiporuk, 2000). 

^®Using the UN’s broader funding definition for reproductive health (which encom¬ 
passes both traditional population support and other elements of reproductive health 
such as prevention of STDs, HIV, and AIDS), USAID funding for these activities peaked 
in 1997 at $662 million (UNFPA, 2000b). Using the historic and narrower definition of 
population assistemce, the level of population expenditures reported by USAID after 
FY1994 declined somewhat, although it was relatively constant, ranging from $426 
million in FY1996 to $415 million in FY1999. Only in FY2000 did funding drop consid¬ 
erably, to $373 million (USAID, 2000). 
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the population field.^^ The United States had been a major propo¬ 
nent of the establishment of such a multilateral fund. Among its pur¬ 
poses, UNFPA was concerned with promoting awareness of national 
and international population problems and the human rights aspects 
of family planning. It also provided assistance to developing coun¬ 
tries, at their request, for dealing with their needs in the population 
and family planning fields. In recent years, UNFPA support covers 
areas such as the integration of population and development strate¬ 
gies, universal access to comprehensive reproductive health services, 
information and services for young people, and promotion of gender 
equity and women’s empowerment. While most contributions to 
UNFPA have come from a small number of donor countries, small 
donations have also been made by many recipient countries, a sign 
of political support for the organization’s work. Some former recipi¬ 
ents (e.g., the Republic of Korea) have become contributors. Through 
1995, UNFPA provided $3.4 billion in population assistance to 167 
countries, and in 1998 it provided support to 155 countries. Annual 
expenditures for project assistance to developing countries increased 
steadily over the years, averaging between $100 million and $120 
million per year in the 1980s (Conly, 1996) and reaching $328 million 
in 1996 (United Nations Population Fund, 1999b). In 1998, UNFPA 
assistance was $284 million. While this sum is higher than the pre- 
ICPD level of $234 million in 1993, it is 6 percent lower than the peak 
funding of 1996 (UNFPA, 2000b). 

International Planned Parenthood Federation 

Among the earliest actors in the international family planning field 
was the IPPF, which had been established as a private voluntary or¬ 
ganization of affiliated national members in 1952 based on the fun¬ 
damental concern for the rights and needs of the individual and the 
family. Margaret Sanger, the United States birth control activist who 
had opened the first American birth control clinic in New York City 
in 1916, was IPPF's first president (Douglas, 1970). Its membership 
grew from eight founding members (Germany, Hong Kong, India, the 
Netherlands, Singapore, Sweden, the United Kingdom, and the 


^®Other UN organizations concerned with population and reproductive health include 
the World Health Organization (WHO), the Joint UN Programme on HIV/AIDS 
(UNAIDS), and the United Nations Children's Fund (UNICEF). 
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United States) in 1952 to 137 members in 2000^° (Berry, 2000). In 
1998, IPPF’s budget was $90 million, of which about 65 percent was 
provided as grants to private family planning associations in de¬ 
veloping countries around the world (IPPF, 1999). The budget dipped 
to $83.5 million in 2000 and further to $68.4 million in 2001 because 
of a combination of factors (Newman, 2000b) The sources of IPPF’s 
funding have included a wide range of governments, international 
organizations, and foundations. 

World Bank 

The World Bank became active in the population field in the late 
1960s. The Bank has provided funding for population assistance 
through loans, not grants as with other donors. The least-developed 
nations have been eligible for very low interest loans with long 
payback periods, so these funds have functioned more like grants 
than loans. In the first decades of World Bank assistance in popula¬ 
tion, the primary concern was reducing high rates of population 
growth that were seen as detrimental to development. The first Bank 
loan in population was to Jamaica in 1970 (Harkavy, 1995). In the 
1970s, World Bank loans supported the development of facilities and 
skills to carry out large-scale public-sector family planning programs. 
During the 1980s, the focus of lending expanded to include primary 


^^There are 137 members including the Caribbean Family Association, which itself has 
18 affiliates. IPPF thus works with a total of 154 countries. In addition, the organization 
works with nonmember organizations in about 28 other countries. 

^^These factors, which are instructive for the current fund-raising environment, in¬ 
clude a general decline in the official development assistance of IPPF key donor coun¬ 
tries, competing priorities for these funds (e.g., Kosovo, a priority for some European 
donor countries), and population and reproductive health getting a decreasing share 
of development funds. There were also two IPPF operating factors that contributed: 
(1) the relative strength of the U.S. dollar (which is IPPF's working currency) meant 
that most of the other major donations that were provided in other currencies, lost 
value; and (2) an increase in funding going directly to IPPF member associations in 
Africa, Asia, and Latin America because of more aggressive fund-raising by those 
associations and an increasing trend for some donors to fund affiliated associations 
directly (Newman, 2001). 

The restoration of the "Mexico City policy” by the U.S. government in 2001 means that 
IPPF lost $8 million in FY2001 from USAID, bringing the 2001 IPPF budget down to 
$60.4 million (unless other donors compensated for the loss). For further discussion of 
the Mexico City policy, see page 83 of this report. 
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health care, particularly the health of children and women. In the 
1990s, the orientation of bank-funded projects shifted to health sec¬ 
tor reform and emerging health problems (e.g., HIV/AIDS). Repro¬ 
ductive health and family planning are generally addressed through 
broader health programs. The World Bank's funding in population 
through 1980 totaled $401 million for 22 projects and was $1.1 billion 
for 66 projects in 1982-1991. For the 1992-1999 period, funding for 
population and reproductive health was over $3.1 billion for 136 
projects in 68 countries (World Bank, 2000). 

***** 


At the time of ICPD, the estimate of the required level of funding 
from international assistance for family planning and reproductive 
health programs in the year 2000 was $5.7 billion (UNFPA, 2000a). 
Only about $2.2 billion was provided in 1998, and prospects for in¬ 
creased funding, except from private foundations, are not great. 
These estimates include the cost of the increasing demand for con¬ 
traceptive commodities and other reproductive health supplies, 
which are an essential part of meeting the needs of couples in devel¬ 
oping countries. Despite the shortfall in financial resources, new 
partnerships have been formed by developed and developing coun¬ 
tries and governments and private organizations that are committed 
to continuing improvements in reproductive health among develop¬ 
ing country populations. 



Chapter Three 

DEMOGRAPHIC RATIONALE 


This chapter deals with three aspects of the demographic rationale 
for family planning programs. First is the relationship between popu¬ 
lation growth and economic development. A related issue is the cur¬ 
rent concern about future population growth and whether declining 
fertility rates will lead to a birth dearth in more and more nations. 
Second is the role of family planning programs as a public policy for 
addressing high fertility and population growth. Third is the critique 
of the demographic rationale based on concerns over human rights 
and particularly the conflict between societal and individual goals 
and rights. 

POPULATION GROWTH AND ECONOMIC DEVELOPMENT 

The “demographic rationale” for family planning programs was 
based on concern with the macro-level consequences of rapid popu¬ 
lation growth. Contemporary scientific interest in the relationship 
between population growth and economic development began in 
the late 1940s and 1950s, although theories on the impact of popula¬ 
tion factors date to the work of Thomas Malthus in the late 1800s. His 
principle of population was that populations grow geometrically, 
and, if unchecked, would outstrip resources (which were assumed to 
grow linearly) and lead to declines in the standard of living and to 
greater misery. The solution to the population dilemma for Malthus 
was individual responsibility for family size. His work is often con¬ 
trasted with the views of Marx, who saw the negative consequences 
of population growth on human welfare as an inherent characteristic 
of the capitalist system and concluded that the socialist system 
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would resolve the population and welfare dilemma. The modern 
equivalents of these contrasting views are those who see rapid popu¬ 
lation growth as a burden for development versus those who see de¬ 
velopment as the primary means to bring about lower fertility. 

The Coale and Hoover (1958) analysis of population growth and eco¬ 
nomic development in India and Mexico was influential in framing 
the understanding of the macro-consequences of population growth. 
Their analysis and subsequent work contributed to the view that 
rapid population growth would impede development, especially in 
the world’s poor countries. The analytical approach, based on 
assessing macro-level consequences, provided the scientific founda¬ 
tion for policies and programs of bilateral and international donors, 
particularly support for family planning programs. The key questions 
underlying their analysis were whether lower fertility would indeed 
promote economic development and, if it did, what role family 
planning programs could play in contributing to increased contra¬ 
ceptive use and lower fertility. 

The controversies over differing views of the link between population 
growth and economic development were aired publicly at several 
international conferences sponsored by the United Nations. The 
1974 World Population Conference, held in Bucharest, Romania, was 
the first international meeting of governments to address what some 
called the world population problem. Those who had inspired the 
conference (the U.S. government and key U.S. foundations and or¬ 
ganizations, and a small number of Western European and Asian 
countries) had hoped to build consensus on the need for world ac¬ 
tion to tackle the population problem and to promote efforts to limit 
fertility through family planning programs (Finkle and Crane, 1975). 

While attended by 137 countries, both developed and developing, 
the conference became the venue for a reaction from the majority of 
developing countries, including Socialist countries, which held views 
on the population problem that differed from those of the confer¬ 
ence’s organizers. The developing countries, by and large, saw 
population problems not as the cause of underdevelopment but 
rather as a consequence, and thus what was needed was a redistri¬ 
bution of economic resources between rich and poor countries, or a 
“New International Economic Order.” The position of developing 
countries was also a response to the Cold War political context. The 
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Western influences that had inspired the conference and promoted 
family planning were, in essence, rejected. Instead, most conferees 
favored the view that “development is the best contraceptive.” 

Despite the polarization in the debates at the 1974 UN conference, a 
World Population Plan of Action was adopted by consensus at the 
conference. The primary aim of the plan was “to expand and deepen 
the capacities of countries to deal effectively with their national and 
sub-national population problems and to promote an appropriate 
international response to their needs by increasing international ac¬ 
tivity in research, the exchange of information, and the provision of 
assistance on request” (United Nations, 1975, p. 168). The plan stated 
that population trends were an integral part of economic and social 
development. Although family planning was de-emphasized as a 
strategy for demographic change, it was justified for reasons of 
health and human rights (Berelson, 1975). 

A second UN conference served as another occasion for controversy 
over the link between population growth and economic develop¬ 
ment, although the sources of dissension were altogether different 
from the 1974 conference. At the 1984 International Conference on 
Population in Mexico City, most developing countries had come to 
recognize the adverse consequences of rapid population growth (see 
Table 2.1 for government policies in 1986). They also endorsed the 
principle that governments should help to make family planning ser¬ 
vices universally available (Finkle and Crane, 1985) (see Table 2.2). 

The controversy aired at this conference centered on the official 
position of the United States. The U.S. position at the Mexico City 
Conference placed more emphasis on free markets to promote eco¬ 
nomic growth and reduce fertility than on government family plan¬ 
ning programs. Thus, it called into question one of the key rationales 
for U.S. population assistance—namely, that reduced fertility and 
slower population growth would facilitate economic development. 

The U.S. position was largely a response to domestic political inter¬ 
ests on the part of political conservatives, the right-to-life movement, 
Protestant fundamentalists, some Catholics, and others (Donaldson, 
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1990).1 The academic underpinning for the U.S. position was the 
writing of a “pro-natalist” U.S. economist, Julian Simon. Simon's 
message was based on an optimistic belief in the creativity and re¬ 
sourcefulness of man—a belief derived from viewing the history of 
humankind across the centuries. The central thesis of Simon's The 
Ultimate Resource (1981) is that while population growth may be 
detrimental in the short run, in the long run (beyond a period of 60 
years), population growth, at least moderate growth, would be 
largely positive and beneficial both for developed and for less- 
developed countries because it would lead to technological innova¬ 
tions. Although other academics considered Simon’s demographic- 
economic analysis simplistic and his reading of history selective and 
biased, the book nevertheless influenced U.S. policymakers in the 
early 1980s (Timmer et al., 1982). 

The link between population growth and development sparked con¬ 
troversy again a few years later with the publication of a scientific re¬ 
port issued by the National Academy of Sciences (NAS) on popula¬ 
tion growth and economic development (NAS, 1986). The report did 
not provide a definitive assessment of the relationship; rather it 
reached “the qualitative conclusion that slower population growth 
would be beneficial to economic development for most developing 
countries.” The report concluded that there was simply not sufficient 
research evidence to provide a rigorous quantitative assessment of 
the benefits of slower population growth. 

The controversy over the relationship between population and de¬ 
velopment continued into the 1990s and encompassed concerns 
about natural resources and the environment. For example, the June 
1992 UN Conference on the Environment and Development held in 
Rio de Janeiro reflected fundamental differences in the perception 
about these relationships. The official conference document, referred 
to as Agenda 21, placed the blame for environmental problems on 
both the production and “unsustainable” consumption in developed 
countries as well as on population growth in developing countries. 


^The official position reflected one perspective, that of the individuals at the State 
Department and White House who were attuned to the conservative political currents 
of the time, but did not reflect the views of the professional population staff at USAID, 
which continued to see the adverse consequences of rapid population growth as a ra¬ 
tionale for the U.S. population assistance program. 
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However, exchanges among participants in the NGO forum, held in 
conjunction with the conference, revealed deep divisions, especially 
between environmentalists and feminists, over the causes of envi¬ 
ronmental problems and the role of population growth (Harkavy, 
1995).2 

The consequences of the controversy over the relationship between 
population growth and development led to two different responses. 
First, researchers have continued to study the consequences of 
population growth, and the most recent research, discussed below, 
provides new evidence that helps to clarify the relationship. Second, 
research on the health consequences of family planning, published 
in the 1980s, provided strong evidence of the health benefits of 
family planning. The evidence was fortuitous for international 
donors and population organizations, particularly in the United 
States, which sought to emphasize other reasons for supporting 
population and family planning assistance given that the con¬ 
servative political environment had challenged the population 
growth and development relationship. The research evidence on the 
health benefits of family planning and the heightened attention 
given to the health rationale for family planning by the international 
donor community are discussed in Chapter Four. 

Recent Research on the Consequences of Population Growth 

Despite past controversies over the relationship between population 
growth and economic development, recent research serves to re¬ 
inforce assumptions made more than 40 years ago about the effects 
of population growth. The research evidence on the consequences of 
population growth on development comes from two bodies of em¬ 
pirical work: studies of the macroeconomic consequences (at the 
aggregate or national level) of population growth and research on the 
microeconomic consequences (at the family level) of the number of 
children. 


^For a discussion of population and environment relationships, see Hunter (2000). 
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Recent research has shed new light on the macro-level relationship 
between population growth and economic development (Birdsall, 
Kelley, and Sinding, 2001; Bloom, Canning, and Sevilla, forthcom¬ 
ing). The empirical evidence for this research is based on (a) coun¬ 
tries in East Asia that experienced substantial economic growth due 
to the combination of declining fertility and favorable economic 
policies; (b) countries in Latin America that also underwent a demo¬ 
graphic transition to lower fertility, but did not benefit from appro¬ 
priate policies and thus did not have strong economic growth; and 
(c) sub-Saharan Africa, where populations in general are still growing 
very rapidly, and this growth acts as a drag on economic growth and 
keeps incomes low.^ 

These new studies have disaggregated the age structure of country 
populations whereas previous research generally looked at the links 
between aggregate levels of population growth and economic 
progress. The dependency ratio—the proportion of the dependent 
segments of a population (under age 15 and age 65 and over) relative 
to the working-age or “productive” segments—is at the core of this 
new analysis.^ This research has found that changes in population 
age structure can matter a great deal for economic growth in devel¬ 
oping countries. Changes in age structure have occurred because of 
fertility declines in a number of developing countries that previously 
had high fertility. Past high fertility produced large numbers of 


^The average rate of population growth in sub-Saharan Africa is 2.5 percent per year, 
which means that the population for the region will double in 27 years. Initial signs of 
a transition to lower fertility are evident in only three countries. In Ghana, Kenya, and 
Zimbabwe, fertility has declined between 15 and 22 percent in fewer than seven years 
(Kirk and Fillet, 1998). The potential for economic growth in sub-Saharan Africa is fur¬ 
ther complicated by the impact of the AIDS epidemic. Between 1985 and 2000, more 
than 14 million people died from AIDS, causing life expectancy to drop sharply in a 
number of countries in the region and also reducing the rates of population growth. 
Deaths from AIDS are already having very deleterious consequences for a number of 
African economies, since these deaths are concentrated among the working-age 
population (Bloom, Canning, and Sevilla, forthcoming). 

'^The dependency ratio is used as an indicator of the economic burden carried by the 
productive part of a population even though some people defined as “dependent” are 
working and some included in the “productive" segment are not working. See Bulatao 
(1998, pp. 9-20) for a discussion of the importance and implications of the depen¬ 
dency ratio. 
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working-age people, whereas the more recent fertility declines 
yielded smaller numbers of young dependents. At the same time, 
there were not large numbers of elderly dependents. This combina¬ 
tion produced a window of opportunity in those settings where the 
working-age population was educated and jobs were available. A 
changing age structure can create a larger supply of labor or lead to 
large numbers of elderly who need to be supported. It can change the 
demand for education and lead people to save more or less. Such 
changes can make a significant difference to a country's prospects 
(Bloom, Canning, and Sevilla, forthcoming). Whether the potential 
for rapid economic growth is realized, however, depends crucially on 
the conduct of economic policy. These policies must facilitate em¬ 
ployment, savings, and investments in human capital. 

The second body of empirical research is on the micro-consequences 
of family size. It is exemplified by a study of children's education in 
the context of rapid fertility decline in Thailand. The primary respon¬ 
sibility for funding children's education falls directly on parents in 
Thailand. As a result, other things the same, the fewer children in a 
family, the greater the resources available per child and thus the 
more that can be invested in the education of each child. Smaller 
family size in this setting was associated with a greater likelihood that 
a child would stay in school beyond the compulsory years of primary 
school (Knodel, Havanon, and Sittitrai, 1990). The results of this 
study provided additional evidence, at the family level, of the positive 
effect of lower fertility on one key aspect of development: children's 
education. 

In summary, the new studies of the macro-consequences have con¬ 
cluded that there was an important “demographic bonus" for a 
number of countries, particularly Taiwan and others in East Asia, due 
to the combination of substantial fertility decline and sound macro- 
economic policies. The study of the micro-consequences of family 
size has shown the benefit of lower fertility for children's education. 
These studies reinforce assumptions made several decades ago 
about the links between population growth and development. 
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FUTURE POPULATION GROWTH OR IMPLOSION 

The impressive declines in fertility in many nations in the past half 
century have led some commentators on public policy to sound an 
alarm about below-replacement fertility^ and "populations in de¬ 
cline” (Wattenberg, 2001) and population implosion (Eberstadt, 
2001). It is true that the world’s rate of population growth has de¬ 
clined since its peak level of just over 2 percent per year in the late 
1960s to an average of 1.3 percent for 1995-2000. However, a growth 
rate of 1.3 percent means that about 80 million people are added to 
the world’s population each year. This is equivalent to adding a 
country roughly the size of the Philippines or Germany. The world 
population is estimated at over 6.1 billion in 2001. Both the United 
Nations and the U.S. Bureau of the Census project that the world’s 
population may reach close to 8 billion by 2025 and over 9 billion by 
2050 (United Nations, 2001; U.S. Bureau of the Census, 1999). 

While global population growth is projected to continue well into the 
22nd century, there are great variations among regions and countries 
in the annual rate of population growth and in levels of fertility. East¬ 
ern Europe (which includes Russia, Ukraine, and Poland) is experi¬ 
encing negative growth of -0.5 percent per year. Both the Northern 
and Western Europe regions are virtually at zero growth (0.1 percent 
per year). In contrast, sub-Saharan Africa (including Egypt, Congo, 
Ethiopia, and Nigeria) is growing at 2.5 percent per year. South Cen¬ 
tral Asia (which includes Bangladesh, India, Iran, and Pakistan) is 
growing at 2.1 percent per year. Given the regional and country dif¬ 
ferences, nearly all of the world’s population growth (99 percent) is 
occurring in developing countries (Population Reference Bureau, 
2001 ). 

The decline in global and regional population growth is due to de¬ 
clining fertility in most nations. Just as with population growth rates, 
there is considerable variation in fertility trends. Levels of fertility, 
measured by the total fertility rate (TFR), have declined most rapidly 


^Below-replacement level is the level of fertility at which a cohort of women (i.e., a 
particular group of women who share a common temporal experience, often defined 
in terms of an age group such as women ages 20-24) on average are not having enough 
daughters to "replace” themselves in the population. A total fertility rate (TFR) of 2.1 
children per woman is considered to be replacement level; thus a TFR below 2.1 is 
below replacement fertility. 
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in Latin America and Asia.® Fertility fell in Asia over the past 50 years 
from 5.9 to 2.6 children per woman (largely driven by a sharp decline 
in China to 1.8) and from 5.9 to 2.7 in Latin America. While there has 
been some decline in sub-Saharan Africa, it has been much 
smaller—from 6.5 to 5.5 children per woman—and the decline has 
occurred more recently. Fertility in Europe fell over the past 50 years 
from about 2.6 to 1.4 children per woman, a level well below re¬ 
placement (UNFPA, 1999). 

This varied picture of population growth and fertility means that the 
world as a whole and many nations, especially those in developing 
countries, will experience continued population increase for many 
years to come. It also means that a number of countries, especially 
more developed ones (including Japan and South Korea in East Asia 
and France, Germany, Italy, the United Kingdom, and Russia in Eu¬ 
rope), are slowly diminishing in population size, assuming current 
rates of fertility remain below replacement. Low fertility, low mortal¬ 
ity, and longer life expectancy also mean that these populations are 
aging, i.e., that the average age of the population is increasing. Ad¬ 
justing to an aging population is one of the demographic challenges 
facing a small but growing number of developed countries. For most 
of the world's countries, the major demographic challenges over the 
next several decades will continue to involve reducing mortality and 
fertility through a combination of economic growth and social sector 
programs, including those in education and health. 

ROLE OF FAMILY PLANNING PROGRAMS 

The appropriate role of family planning programs, including contra¬ 
ceptive technology, in addressing high fertility and rapid population 
growth has been a continuing source of debate since the 1960s 
among public health officials, social scientists, feminists, women’s 
health advocates, and scientists involved in the development and in¬ 
troduction of new contraceptives. With the introduction of two new 
contraceptives in the early 1960s—the pill and the lUD—there was 
much enthusiasm about the potential contribution of contraceptive 


®The TFR is the average number of children that would be born alive to a woman (or a 
group of women) during her lifetime if she were to pass through all her childbearing 
years experiencing the age-specific fertility rates of that year. 
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technology. According to one analyst of the early years of family 
planning programs in developing countries, “Defining the popula¬ 
tion problem in terms of a lack of contraceptive supplies ... [enabled 
international donor agencies] to intervene quickly, cheaply, and 
without much attention to local circumstances— Moreover, a tech¬ 
nological fix to the problem of high fertility and rapid population 
growth must have been particularly appealing to public health prac¬ 
titioners and policymakers who saw the impact that technology—for 
example, spraying for mosquitoes—had on mortality rates in devel¬ 
oping countries” (Donaldson, 1990, p. 55). Family planning programs 
were the public policy intervention for delivering contraception, and 
“public health professionals [who] understood the possibilities of 
well-planned, carefully targeted intervention” readily supported the 
development of these programs (Donaldson, 1990, p. 59). 

A number of social scientists found family planning much too nar¬ 
row an approach to address concerns about high rates of population 
growth and fertility. They were critical of international donors and 
especially the United States for the strong focus on family planning 
and contraceptive supplies. The suspicions of some social scientists 
about a contraceptive-based solution to the population problem 
were founded on their understanding of the complex cultured and 
social influences on childbearing in traditional societies. They 
doubted that there was enough demand among families for fertility 
control; they thought that family planning programs could not influ¬ 
ence fertility preferences and thus bring about changes in high- 
fertility countries (Davis, 1967). They considered that even if family 
planning were to enable all couples to have their desired number of 
children, many couples would continue to want and have many 
children, and high fertility would continue to fuel a level of popula¬ 
tion growth that would undercut development efforts. Thus, these 
scientists believed that family planning would be insufficient to help 
resolve “conflicts between the fertility goals of individual couples and 
the demographic goals of the society” (Donaldson, 1990, pp. 57-59). 

Such social scientists believed that what was called for were policies, 
including fertility policies that went “beyond family planning,” and 
economic and social development. Such fertility policies might in¬ 
clude anti-natalist incentives such as pensions given to parents who 
choose to have a small number of children or the withdrawal of 
maternity benefits after a certain number of children. Other broader 
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development policies might include those aimed at changing social 
and economic institutions in ways that would lead to lower fertility. 
These might include, for example, increasing the minimum age of 
marriage, encouraging women to work in the labor force and outside 
the home, and supporting improved and universal education. It was 
believed that such policies would change the motivation or incen¬ 
tives for families to have many children (Berelson, 1969a; Demeny, 
1992). 

One of the consequences of the skepticism by social scientists about 
the role of family planning as a public policy for reducing fertility has 
been the extensive research on the design, management, financing, 
and evaluation of family planning programs (Lapham and Simmons, 
1987; Phillips and Ross, 1992; Buckner et al., 1995). Part of this re¬ 
search has been devoted to developing techniques for evaluating 
programs. Evaluation methods have evolved as the nature and struc¬ 
ture of programs have changed and become more complex 
(Hermalin, 1997). A summary of some of this research is below, un¬ 
der Research on the Ejfectiveness of Family Planning Programs. 

Feminists, too, were critical of the emphasis given to family planning 
as a key instrument of population policy to lower fertility. They fa¬ 
vored broader development approaches to transform the condition 
of women in developing countries. Social and economic investments 
directed toward women were seen not only as having the potential to 
enhance the status of women, but also as a way to lower fertility by 
giving women alternatives to prolonged childbearing and rearing. 
Many of these critics saw the narrow focus on family planning and 
contraception as insufficient to meet women's needs (Hartman, 
1987; Germain and Ordway, 1989; Dixon-Mueller, 1993). In general, 
these critics held that if family planning programs were genuinely 
concerned about women's needs and welfare, then addressing their 
needs within the broader context of reproductive rights and health 
should be a priority. The response to this concern is discussed in 
Chapter Four. 

Research on the Effectiveness of Family Planning Programs 

Proponents of family planning programs as the primary public policy 
assumed that these programs would help to bring out a decline in 
fertility. The validity of this assumption can be assessed by looking at 
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the research evidence that has accumulated over many years. Pro¬ 
grams are thought to affect fertility by offering improved services that 
lead to reductions in unmet need, which in turn help to decrease the 
level of unwanted fertility, and ultimately result in lower fertility 
(Bongaarts, 1995). Programs are thus thought to help reduce the 
“cost” of achieving desired family size. The large literature evaluating 
the impact of family planning programs on fertility shows that the 
task has been quite complex, and that there are no simple answers. 

What does the research show? Worldwide, fertility has declined sub¬ 
stantially. The average number of children born to a woman has de¬ 
creased from about six in the mid-1960s to fewer than three today 
(Robey, Rutstein, and Morris, 1992; Population Reference Bureau, 
2001).^ Contraceptive use has increased from 10 to 60 percent 
(Population Reference Bureau, 2001). Over this period, there have 
been improvements in the social and economic conditions in many 
countries as well as changes in political systems, in cultures, and in 
the nature of communication; these various changes played a part in 
fertility decline. What has been the role of family planning programs 
in the changes in fertility?® 

There have been different approaches to assessing the impact of 
family planning programs. One involves a series of studies that com¬ 
pares countries, using aggregate data on fertility levels, the strength 
of family planning programs (program effort), and the level of social 
and economic development over time (Lapham and Mauldin, 1972, 
1984, 1987; Mauldin and Ross, 1991). In general, these studies have 
found that there are both joint and independent effects of program 
efforts and socioeconomic development on fertility. The studies have 
shown that a country’s level of social and economic development 
affects fertility in two ways: (1) through its direct effect on the peo¬ 
ple’s behavior, specifically their use of contraception and their fertil¬ 
ity, and (2) through its indirect effect on the capability of institutions 


^For 2000, the TFR is estimated at 2.9 children per woman (Population Reference 
Bureau, 2000). 

®Bulatao (1998) presents a useful summary of the record of family planning programs 
in developing countries. 
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to organize family planning programs (Freedman and Berelson, 
1976; Simmons and Young, 1996).^ 

Another study, which used the same measure of family planning 
program effort but a different measure of development, estimated 
that fertility in developing countries would have been higher (5.4 
births instead of the actual 4.2 births) for the 1980-85 period if there 
had been no family planning programs (Bongaarts, Mauldin, and 
Phillips, 1990). In a subsequent study, Bongaarts (1994) also found 
clear evidence of unmet need, and further, that unmet need is re¬ 
lated to unwanted fertility. He found that family planning programs 
contributed to a decline in fertility by reducing unwanted childbear¬ 
ing, and that stronger programs reduced unwanted childbearing 
more. A subsequent analysis concluded that 43 percent of the fertility 
decline that occurred in the developing world between the 1960- 
1965 period and the 1985-1990 period could be attributed to family 
planning programs (Bongaarts, 1995). 

The research cited above has helped to point out the complexities in 
studying the impact of family planning programs and has improved 
overall understanding, based on cross-national analysis, of the con¬ 
ditions under which programs affect fertility. There have been criti¬ 
cisms of this research and challenges to the study results (e.g., 
Demeny, 1979; Hernandez, 1984; Pritchett, 1994), but the general 
consensus held by demographers and social scientists is that both 
socioeconomic development and program effort cause fertility to 
decline. However, the amount of reduction achieved by family 


^In the most recent such study, the association between level of development and 
program effort has weakened, suggesting that socioeconomic factors are less impor¬ 
tant as determinants of the level of family planning program effort than they once 
were (Ross and Mauldin, 1996). Furthermore, overall improvements in family plan¬ 
ning programs were quite modest for the most recent period examined (1989-1994), 
which may reflect the fact that donors and some developing country governments 
have not maintained their previous levels of support. The authors conclude, "A sense 
of complacency {among donors and developing country governments] may have re¬ 
sulted from rapid increases in contraceptive prevalence and decline in fertility [that 
occurred in the past]; but these increases may slow or cease unless significant im¬ 
provement occurs in background socioeconomic conditions, ideational influences, 
and program effort” (Ross and Mauldin, 1996, p. 144). 
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planning programs depends on the level of development in a given 
setting. 

A recent analysis looked at the role of family planning programs in 
the fertility transition in the Latin American region (Mundigo, 1996). 
In the early 1960s, epidemiological studies showed a high incidence 
of induced abortion in several Latin American countries—evidence 
that women were having “excess fertility” and of an unmet demand 
for contraception. By the late 1960s, survey data showed that “excess 
fertility” was the norm (i.e., that women were having more children 
than they considered ideal) for most countries in the region, and 
there was a real unmet demand for fertility regulation. Gradually, de¬ 
creases in desired family size and increases in the demand for con¬ 
traception moved from the upper and middle socioeconomic groups 
to the lower socioeconomic groups. The analysis concludes that in 
the fertility transition in Latin America, family planning programs 
“played an instrumental role as facilitators of the mass transition [to 
lower desired family size and lower fertility] rather than as the agents 
responsible for these changes” (Mundigo, 1996, p. 207). 

Evidence of the role of family planning programs is also based on 
pilot and experimental studies. Two such studies in Matlab, Bangla¬ 
desh, and Chogoria, Kenya, have shown that intensive high-quality 
efforts can lead to increased contraceptive use and lower fertility 
even in settings with low social and economic development (Phillips 
et al., 1988; Goldberg, McNeil, and Spitz, 1989). The Matlab study is 
discussed in Chapter Five as an example of a culturally sensitive ex¬ 
perimental project. 

A recent study of fertility change in Bangladesh supports the impor¬ 
tant role of the family planning program, particularly in the pace of 
the fertility decline and perhaps in the timing of its onset (Caldwell et 
al., 1999). However, it argues that there were also important changes 
in the socioeconomic conditions (e.g., the percentage of girls with 
any schooling increased from 43 to 71 percent between 1976 and 
1996) that contributed to lower fertility. In interviews with 
Bangladeshi families living in the rural southeast part of the country, 
this study reported that the respondents “place the greatest empha¬ 
sis on the contemporary problems and opportunities that their par¬ 
ents, let alone their grandparents, never faced. But they also argue 
that they are able to control family size because of access to contra- 
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ceptive methods that were unknown to their forebears” (Caldwell et 
al, 1999, p.81). 

As noted in a review by Ronald and Deborah Freedman (1992), sev¬ 
eral country studies have provided evidence of major fertility de¬ 
clines where conditions were considered unfavorable. In Indonesia, 
the decline in fertility and the rise in use of contraceptives were at¬ 
tributed to the distinctive and effective program strategy even 
though the program began under rather unfavorable social and eco¬ 
nomic conditions (Warwick, 1986). In Thailand, where social and 
economic conditions were considered moderately favorable, fertility 
declined rapidly and contraceptive use rose markedly (Knodel, 
Chamratrithirong, and Debavalya, 1987). (The case of Thailand is 
also discussed in Chapter Five.) Other evidence, cited by Freedman 
and Freedman (1992), shows that within a country, high prevalence 
of contraceptive use and lower fertility are associated with greater or 
high-quality program effort, as in Taiwan (Hermalin, 1978) and 
Malaysia (Tan, 1987). 

A consequence of the interest in evaluating family planning pro¬ 
grams has been the evolution in the approaches used to assess im¬ 
pact. According to Hermalin and Khadr (1996), the methods for eval¬ 
uation have changed in response to changing program structures, 
new questions, and deeper scientific knowledge. Methods have 
evolved from those based on “acceptors” of programs (i.e., those 
people who used a program’s services or were acceptors of contra¬ 
ceptive methods) and that try to trace the impact on fertility of those 
accepting program methods to “population-based methods that in¬ 
corporate all program effects on the fertility rates of the population 
as a whole, which may extend beyond acceptors perse to incorporate 
the legitimizing and motivating effects of the program” (e.g., mass 
media campaigns that promote the practice of family planning) 
(Hermalin and Khadr, 1996, p. 6). Further, as programs moved be¬ 
yond the bounds of the clinic setting to incorporate community- 
based and social marketing strategies for service delivery, using the 
increasing number of population-based surveys (through the WFS, 
CPS, and DHS programs) to assess programs has been important. 


^^Other reviews of methods for evaluating the impact of family planning programs are 
Ross and Lloyd (1992), Buckner et al. (1995), and Hermalin (1997). 
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In summary, family planning programs have been found to be an ef¬ 
fective public policy in many developing countries for increasing 
contraceptive use and lowering fertility. Evidence from aggregate, 
cross-national studies showed that family planning programs had an 
effect independent of social and economic development on fertility. 
In general, the amount of reduction in fertility depended on the level 
of development in a given setting. In the Latin American region, re¬ 
search concluded that family planning programs facilitated, but did 
not cause, the transition to lower desired family size and lower 
fertility. Evidence from pilot and experimental projects, some of 
which are discussed in subsequent chapters, has shown that high- 
quality family planning efforts have led to increased contraceptive 
use and lower fertility. 

HUMAN RIGHTS CHALLENGE OF THE 
DEMOGRAPHIC RATIONALE 

Proponents of the demographic rationale for population policies and 
programs (i.e., the need to reduce fertility and population growth in 
order to improve social and economic well-being) have included the 
main constituencies of the international population movement, 
namely, donor organizations, foundations and organizations with a 
special interest in population, and over time an increasing number of 
developing country governments. Critics of the demographic ratio¬ 
nale for family planning programs have included women's rights and 
health advocates, primarily from developed countries beginning in 
the 1960s but with much greater representation from developing 
countries since the mid-1980s. 

The feminist critique of the demographic rationale for family plan¬ 
ning was that women have a right to make their own decisions and to 
control their bodies without government intervention (Dixon- 
Mueller, 1993). According to this critique, programs based on a 
demographic rationale (population control programs) had specific 
goals for fertility reduction and contraceptive use; they viewed 
women as numerical “targets” to be filled (e.g., numbers of acceptors 
of contraception). Given the attention to goals and targets, these 
programs were seen as being incompatible with human rights. In 
addition, critics pointed to a number of abuses—such as coercive as¬ 
pects of some major family planning programs, and a lack of atten- 
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tion to the quality of services—that were a consequence of an 
overemphasis on population control and too little emphasis on 
women’s reproductive rights and welfare. For some critics, the use of 
incentives has been another controversial aspect of programs be¬ 
cause they see incentives as influencing contraceptive choice 
(Hartman, 1987). At the same time, others have recognized that the 
nature and ethics of incentives vary across different settings and that 
incentives are an acceptable feature of public policy in many sectors. 
These researchers have identified many complexities (such as setting 
ethical standards) for determining an appropriate role for incentives 
in family planning programs (Cleland and Robinson, 1992; Issacs, 
1995). 

The human rights basis for reproductive rights is the UN’s Universal 
Declaration of Human Rights of 1948 (Dixon-Mueller, 1993). This 
declaration defined two concepts of rights: (1) certain individual 
rights that are inalienable, i.e., civil and political rights or personal 
freedoms; and (2) social entitlements in the sense that society is re¬ 
sponsible for ensuring certain welfare or economic and social rights. 
Based on these two concepts, the state must guarantee not only the 
freedom of opportunity to its citizens, but also the achievement of 
results. Applied to reproductive rights, there are two rights: the right 
to decide freely and responsibly on the number and spacing of chil¬ 
dren (a civil right) and the right to information, education, and the 
means for couples to regulate their fertility (a social entitlement). 
Drawing on the feminist discourse spanning the 19th and 20th cen¬ 
turies, a third reproductive right is woman’s right to “control her own 
body,” which was part of the broader process of social transforma¬ 
tion and a fundamental means to free women (Dixon-Mueller, 1993, 
p. 12). Thus according to feminists, governments have a responsibil¬ 
ity to ensure reproductive rights and to provide family planning 
services. 

The critique of the demographic rationale has been justified by a 
number of country examples (presented below) where individual 
human rights were sacrificed for, or were secondary to, national-level 
goals. These examples do not represent an exhaustive review of 
problems with implementing demographic goals, but they help to 
explain the increased international concern with human rights and 
reproductive rights in recent years, especially at the 1994 ICPD. The 
examples of problems should be viewed within the larger context of 
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the many developing countries that have official population policies 
to reduce population growth and fertility and that do not violate 
human rights. 

National population policies and health goals are used for setting 
priorities and for planning and budgeting and thus help to determine 
the allocation of human and financial resources for carrying out pro¬ 
grams. These goals are typically translated into goals for family 
planning programs in terms of the national and sometimes state 
levels of contraceptive prevalence. The use of such broad goals for 
planning and budgeting implies no necessary infringement on the 
voluntary nature of family planning programs. If these goals are the 
basis for setting targets and quotas for program staff to fulfill at the 
lowest administrative or program levels—for example, a given num¬ 
ber of lUD users per health district or clinic or a given number of 
women sterilized—then the rights and welfare of individuals and 
couples may be compromised. 

Examples of Human Rights Problems Where Demographic 
Goals Were Emphasized 

The following country examples illustrate some of the problems that 
have arisen because of the manner in which demographic goals were 
implemented. In addition to national demographic goals, the 
rhetoric of some family planning programs has sometimes been 
ambiguous: insisting on consumer rights or sovereignty for fertility 
preferences while issuing strong anti-natalist messages (McNicoll, 
1997). Each of the national programs discussed below is undergoing 
modifications partially in response to the ICPD agenda and the in¬ 
creased attention to individual rights and welfare. 

China. China established a one-child policy in 1979 in order to keep 
the total population at fewer than 1.2 billion by 2000. The Chinese 
population in mid-2000 is estimated at 1.265 billion (Population Ref¬ 
erence Bureau, 2000).Despite an official national policy stating that 


^^The 1970 population of China was 970.9 million, and the annual rate of population 
growth was 1.2 percent in 1980, although it had been 2.0 percent per year or higher for 
much of the 1950s and until 1974. If growth had continued at the rate of 1.2 percent 
per year, the population would have been 1.6 billion by 2000 (Arid, 1982), or 335 
million more than its actual size in 2000. 
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the family planning program is voluntary, not compulsory, and that 
people are persuaded but not forced to practice birth control, a 
system of mandatory fertility control was instituted. Couples had lit¬ 
tle choice about whether they practiced birth control, how many 
children they would have, and the timing of births. Family planning 
contracts that included a one-child pledge were required of couples. 
Births were either approved as part of the local government’s birth 
plan or they were forbidden and outside the official birth plan. A 
practice of requiring use of specific contraceptive methods was also 
instituted, in which women with one child had to use an lUD, cou¬ 
ples with two children had to have one partner sterilized, and those 
with unauthorized pregnancies had to undergo abortion. Thus the 
primary methods of fertility regulation used to implement the pro¬ 
gram were sterilization, lUD, and abortion, and women or couples 
had little choice of which method to use. 

Throughout the 1980s, the Chinese program was characterized by 
regulations, and guidelines were established at the national level and 
then “prescribed to provincial and lower levels of government and 
ultimately to couples of childbearing age” (Hardee-Cleaveland and 
Banister, 1988, p. 277). Family planning was rarely considered a per¬ 
sonal matter. China is the prime example of a program driven to 
achieve collective welfare by reducing population groAvth, but which 
sacrificed individual rights and welfare through an essentially invol¬ 
untary program. While the one-child policy was not uniformly im¬ 
plemented in all areas of China—particular exceptions pertain to ru¬ 
ral areas and ethnic minorities—it was nevertheless the driving force 
of the family planning program (Hardee-Cleaveland and Banister, 
1988).i2 

Despite the coercive character of the Chinese program, Chinese 
women from two provinces who were interviewed in a 1996-97 study 


protest reports of coerced abortion in the implementation of China’s one-child 
policy, the United States reduced its annual contribution to UNFPA in 1985 and 
ceased funding UNFPA altogether from 1986 through 1992. The U.S. government 
withdrew support because UNFPA was providing population assistance to China at 
the time {Conly, 1996). The withdrawal of support occurred even though a USAID re¬ 
view found that no UNFPA funds were supporting abortion or coercive family plan¬ 
ning practices (Hardee-Cleaveland and Banister, 1988). 
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viewed family planning as a fact of life, in spite of initial resistance. 
“Among younger couples, family planning is seen as a societal norm 
while older women express regret at not having had access to contra¬ 
ception. Older study participants equated larger family size with 
economic burden, personal suffering and missed professional 
opportunities” (Barnett and Stein, 1998, p. 55). 

Recent program developments, in part prompted by the ICPD, indi¬ 
cate that the Chinese government is allowing some experimentation 
to set up different models and to reorient the State Family Planning 
Program by addressing improved quality of services and choice of 
methods. For example, the Ford Foundation is supporting a Wom¬ 
en’s Reproductive Flealth and Development Program in Yunnan 
Province. The program works through a community-based approach 
to planning. Provincial and country-level guidance groups were cre¬ 
ated involving local government, the Women’s Federation, and fam¬ 
ily planning and health officials (Ford Foundation, no date). The 
UNFPA has also been supporting efforts by the State Family Planning 
Program to increase attention to clients’ needs and quality of care. By 
late 1999, there were some 660 rural counties and urban districts un¬ 
der the State Family Planning Program that had started reorientation 
experiments emphasizing quality of care (Gu, 2000). 

India. India is another example of a program that, despite its official 
name (Family Welfare Program), has been dominated for many years 
by demographic objectives to the apparent detriment of women’s 
rights and welfare. This was so despite the main appeal in the early 
years of the national family planning program based on its potential 
to improve the health, especially of mothers and children, and the 
welfare of the family (Visaria and Chari, 1998). In the mid-1960s, the 
central government introduced method-specific targets for each 
state, and state programs were required to fulfill these targets down 
to the lowest administrative level. Use of targets was also considered 
an incentive to encourage family planning workers to do their job. 
Local health workers were ultimately responsible for achieving tar¬ 
gets, including method-specific targets, and failure to do so often led 
to serious salary or job consequences. Because of the pressure to 
meet targets, these health workers often overreported levels of use or 
“coerced couples into accepting sterilization” (Visaria, Jejeebhoy, 
and Merrick, 1999, p. S44). 
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The Indian program evolved primarily into a single-method pro¬ 
gram—sterilization—because it was a long-term effective method, 
and hence, client choice of methods was greatly limited. During the 
“emergency” period of 1975-1977, the central Indian government in¬ 
creased incentives, in the form of monetary compensation, to indi¬ 
viduals undergoing sterilization. Public officials also used “ethically 
dubious tactics to promote sterilization” including threats to with¬ 
hold one month’s pay of schoolteachers who did not consent to be 
sterilized (Warwick, 1982). Even after the emergency period and until 
the early 1990s, the government vigorously promoted sterilization. 

In 1992, the Indian government acknowledged that the program had 
not achieved its overall goals primarily because of its centralized 
planning and target setting. Since that time and with the added im¬ 
petus of ICPD, the Indian Family Welfare Program has been in the 
process of a major reform. Targets were officially abandoned in 1996, 
and efforts are being supported for a more community-based ap¬ 
proach to meeting needs in a number of states with assistance from 
USAID (Visaria, Jejeebhoy, and Merrick, 1999; Narayana et al., 1999; 
Reddy, Hanumantharayappa, and Sathyanarayana, 2000; Dwivedi 
and Mangal, 2000; Narvekar, Pendse, and Sathyanarayana, 2000; 
Narayana and Rao, 1999). The process of implementing the target- 
free approach has not been easy, despite various pilot efforts to do 
so. Part of the challenge is to convey to thousands of health workers 
all over India that the program “seeks to meet people’s health needs 
rather than administratively determined targets.” The strategy of 
conducting community-based needs assessment in theory has great 
potential as both a planning and a performance-monitoring tool in a 
“target-free” India, but there is, as yet, little actual experience with 
these assessments (Indian Institute of Health Management Research 
et al., 1999). An additional response to abandoning demographically 
driven goals has been the approval in FY1997 of a new Reproductive 
and Child Health Project funded by the World Bank. The project 
supports various policy changes in addition to the removal of targets 
and includes support for states' gradually removing incentive pay¬ 
ments to providers and acceptors of certain family planning methods 
(World Bank, 2000). The Indian government recently issued its new 
National Population Policy 2000, which includes ambitious goals for 
reducing fertility. It hopes to achieve these “through ‘promotional 
and motivational measures’ that emphasize quality of life, rather 
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than through numerical targets for the use of specific contraceptive 
methods" (Sharma, 2000, p. 6). Addressing unmet needs for basic re¬ 
productive and child health services, keeping girls in school longer, 
and raising the age at which girls marry from 18 to 20 years are addi¬ 
tional policy goals. 

Indonesia. Indonesia represents an interesting example of a pro¬ 
gram that has been both lauded and criticized. As one observer has 
stated, Indonesia’s family planning program is a story of competence 
and enthusiasm as well as co-optation and pressure (McNicoll, 
1997). The praise was based on the fact that the program was effec¬ 
tive in using the existing government administrative system to 
mobilize village leadership and also that local community support of 
contraception by village leaders, their wives, and others helped to le¬ 
gitimize the use of contraception among potential acceptors 
(Freedman, 1987a). Program objectives that were defined in the late 
1960s included “attaining majority acceptance of the principle of 
family planning, introducing the concept of a small prosperous fam¬ 
ily, and ensuring that adequate contraceptive services were provided 
to married couples who wished to plan their families" (Hoesni, 2000). 
Also at this time, targets for new family planning acceptors were in¬ 
troduced. Incentives were also provided to family planning field 
workers (the initial monetary rewards were replaced by certificates of 
merit by the end of 1974) to encourage them to achieve established 
targets in their respective geographic areas. There were also incen¬ 
tives for communities—e.g., the provision of public services such as 
wells—and for individuals in terms of certificates signed by the 
president for long-term users (Hoesni, 2000). Sterilization was never 
an official program method, because of the opposition to this 
method on the part of Muslim religious leaders. Hence, incentives or 
policies promoting sterilization, seen in some other Asian programs, 
were not part of the Indonesian program. 

By the mid-1980s, the program had achieved considerable success 
with a contraceptive prevalence rate of more than 60 percent. How¬ 
ever, questions were raised about how much free choice existed 
among clients. The strong role of the central authority and the nature 
of community decisions by consensus meant that individual choice 
was acceptable as long as it was in harmony with the national con¬ 
sensus (Warwick, 1986). 
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Over time the initial goal of the family planning program shifted from 
maternal health to population control. Family planning became part 
of the government structure using authoritarian mechanisms of so¬ 
cial mobilization (Hull and Iskandar, 2000). In 1992, partly in re¬ 
sponse to criticism from Indonesian women’s groups and NGOs, the 
goal of the family planning program shifted away from the 
achievement of targets and toward a commitment to fulfilling clients’ 
unmet needs for contraceptive and broader health needs as well 
(Hull and Iskandar, 2000; Smyth, 1991). For example, one of the 
quality-of-care issues that generated considerable criticism (referred 
to in Chapter Four of this report) was the inadequate counseling of 
women and inadequate training of providers to ensure that women 
could have the Norplant implant removed on demand. The new fo¬ 
cus of the family planning program has been on improving quality of 
care and ensuring couples greater freedom in their choice of contra¬ 
ceptive methods available both through the government and also 
through the private sector. 

Indonesia’s National Family Planning Coordinating Board (BKKBN) 
issued a central-level policy change in 1992 (Hoesni, 2000). It in¬ 
volved an extensive series of training programs for field workers and 
service providers. New informational materials for providers and 
clients were developed, and a multifaceted service-based quality- 
improvement program was implemented. The extent to which field 
operations have actually been reformed based on the central-level 
policy remains a question, and the economic crisis of 1997 and 1998 
no doubt interrupted the process. A recent recommendation called 
for a field assessment involving provincial and district-level man¬ 
agers, public and private service providers, field workers, and clients 
to determine if the policy change has become an operational reality 
(Hoesni, 2000). 

Mexico. The Mexican government has had a national population 
policy to reduce population growth and fertility since 1973. Several 


^^During the mid-1980s, the Indonesian government began to promote the devel¬ 
opment of private commercial markets for family planning services and products (e.g., 
the Blue Circle campaign). This effort was in response to reduced public funding for 
family planning due to an economic downturn and thus seen as a strategy to encour¬ 
age contraceptive users who could afford to, to start paying for services from the pri¬ 
vate sector. 
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public health institutions carry out the family planning program. 
When the effort to promote use of contraception in rural areas was 
launched in 1977, the government set monthly targets for new 
contraceptive acceptors for hospitals and clinics to meet. These tar¬ 
gets were to “motivate doctors, nurses, community health workers, 
and traditional births attendants to recruit new acceptors” among 
the rural population (Potter, 1999, p. 717). “The Mexican program 
fostered an interventionist style on the part of the personnel 
(medical personnel) who were charged with putting it into practice” 
(Potter, 1999, p. 718). In one of the three public health institutions, 
method-specific targets were set, giving high priority to lUDs and 
sterilization. The medical personnel at this institution were well 
trained about the nature of the reproductive risks faced by women in 
childbearing. Consequently, these providers held common views on 
how many children women should have, on how births should be 
spaced, and that the lUD and sterilization were the providers' fa¬ 
vored methods. The attitude of the health personnel was very pater¬ 
nalistic in that they believed they knew best what women needed. 
There was a strong emphasis on providing lUDs and sterilization to 
women immediately after delivery (postpartum). Because decisions 
about accepting an lUD were often made very close to the time it was 
provided, the government’s official norms assuring informed con- 
sent^^ by the woman were not always followed (Potter, 1999; Center 
for Reproductive Law and Policy and Grupo de Informacidn en Re- 
produccidn Elegida, 1997). 


three public health institutions that provide family planning services in Mexico 
are Instituto Mexicano de Seguro Social (IMSS, the Mexican Social Security Institute), 
which has both urban and rural programs; Secretaria de Salud (the Mexican Ministry 
of Health); and Instituto de Seguridad y Servicios Sociales de los Trabajadores del 
Estado (the Social Security Institute for State Workers), which provides services to 
government employees and teachers, as opposed to the regular employed population, 
which is served by IMSS. 

^^Informed consent is the communication between client and provider that confirms 
that the client has made a voluntary choice to use or receive a medical method or 
procedure. Health care providers are often required by law or institutional policies to 
obtain informed consent in writing before the administration of certain procedures 
(Association for Voluntary Surgical Contraception, 2000). In Mexico, revised norms for 
family planning service delivery were developed by an interinstitutional committee 
comprised of public and private institutions involved in the provision of reproductive 
health services, including family planning NGOs and women’s groups (Seltzer, Lass- 
ner, and Yamashita, 1997). 
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The government launched a major training effort in the late 1990s 
that focused on counseling and informed consent at all three public 
health institutions. The effort was undertaken in response to gov¬ 
ernment agencies’ recognition that the informed consent process 
needed to be improved and also in response to a report by women’s 
NGOs in Mexico and the United States of instances in which in¬ 
formed consent procedures for lUD insertion and sterilization were 
not followed (Seltzer, Lassner, and Yamashita, 1997; Center for Re¬ 
productive Law and Policy and Grupo de Informacion en Reproduc- 
cion Elegida, 1997). In addition to the training efforts, a related mass 
media campaign was conducted to educate women and couples 
about “informed demand” so that they would have the knowledge 
and be able to exercise their rights in deciding what services they 
needed and would request. Both of these efforts were supported by 
the Government of Mexico and USAID. Given that the Mexican pub¬ 
lic health institutions are large bureaucracies that have been provid¬ 
ing services for many years, it will no doubt take additional and sus¬ 
tained effort to ensure that significant quality improvements are 
achieved (USAID/Mexico, 2000; Beamish, Palma, and Seltzer, 2001). 

Peru. In 1997, problems surfaced with the Government of Peru’s 
strategy to make surgical contraception more available. In carrying 
out sterilization campaigns. Ministry of Health workers interpreted 
government planning figures as production targets, which led to in¬ 
stances where women felt pressured to undergo sterilization (Latin 
American and Caribbean Committee for the Defense of Women’s 
Rights and the Center for Reproductive Law and Policy, 1999). A Tri¬ 
partite Commission was established in 1997 to investigate the allega¬ 
tions of insufficient counseling prior to voluntary sterilization proce¬ 
dures. The Commission’s review concluded that the criticism was 
exaggerated, but that the quality of services needed to be improved 
(UNFPA, 1999a). The government initiated a major reform effort in 
1998. A USAID-funded project, the Coverage with Quality Project, 
has been a prime vehicle for various reform activities including train¬ 
ing of providers in counseling. In addition, the Government of Peru’s 
Ombudsman’s Office and the Peruvian Colegio Medico (medical as¬ 
sociation) have been advising the Ministry of Health and investigat¬ 
ing complaints against the government program (USAID, 1999a). 
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Advocating for Human Rights in Family Planning Programs 

The examples described above illustrate how a number of family 
planning programs pursued practices that were contrary to the basic 
principles of voluntarism. In these instances, national goals and ob¬ 
jectives were carried out for societal or collective benefits in such a 
way that individual rights and welfare were sometimes compro¬ 
mised. In part because of the vigilance of the local media and 
women’s groups, in part because of the influence of international 
donors, and in part through candid admissions by governments, 
concerted efforts have been undertaken to address these problems. 

One example from the United States is relevant to this point. Partly in 
response to human rights violations in Peru, the U.S. Congress 
adopted legislation in 1998, referred to as the Tiahrt amendment, 
which placed renewed emphasis on USAID’s long-standing com¬ 
mitment to the principles of voluntarism and informed choice in 
family planning and opposition to coercive sterilization and abortion 
or to the promotion or performance of abortion. The amendment es¬ 
tablished several new requirements on family planning projects and, 
among other provisions, prohibited the use of quotas for numbers of 
births, family planning acceptors, and acceptors of a particular 
method as well as incentives to individuals for becoming acceptors 
or to program personnel for achieving targets or quotas (USAID, 
1999b). 

The relationship between governments and donors in implementing 
family planning programs is complex. Many developing countries 
were encouraged and assisted by donors to adopt policies to reduce 
population growth and fertility. In the implementation of the very 
programs designed to achieve those policies, various practices were 
pursued that were subsequently found to be unacceptable. Intrusive 
government actions appeared to have ignored the voluntaristic and 
individual welfare assumptions of family planning programs 
(McNicoll, 1997). While governments have sovereign rights in deter¬ 
mining their domestic policies and programs, international donors 
have a responsibility to influence those programs to respect basic 
human rights and welfare. Whether or not one agrees with the de¬ 
mographic or societal rationale for population policies and family 
planning programs, the attention now given to human rights will 
help counter the tendency of some governments to ignore those 
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rights (Mason, 1996). In this context, the ICPD Program of Action 
gave an important message to governments and international donors 
and a needed correction to the implementation of family planning 
programs. 


Chapter Four 

HEALTH RATIONALE 


This chapter discusses several aspects of the health rationale for 
family planning programs. First is the role of contraceptive technol¬ 
ogy and concerns about contraceptive safety. Second is the health 
benefits of regulating fertility. Third is the relationship between 
abortion and family planning. Fourth is the concern over the quality 
of care in family planning programs. The final aspect is the broader 
context of reproductive hedth for family planning services. 

CONTRACEPTIVE TECHNOLOGY 

The appropriate role of contraceptive technology has been a key el¬ 
ement of the controversy over family planning programs.^ Critics of 
family planning programs and contraceptive technology questioned 
whether they would be the technological fix that proponents as¬ 
sumed, and many raised health concerns about contraceptive 
technology. 

In the late 1960s and 1970s, the emerging women's health movement 
in the United States also took issue with the emphasis on contra¬ 
ceptive technology. Subsequently, a growing international network 
of women's health advocates questioned the process by which con¬ 
traceptives were selected and introduced in developing countries. 
The perspective of women's health advocates on contraceptive 


^Chapter Three addresses another aspect of this controversy in terms of the 
appropriate role of family planning programs as a public policy for addressing high 
fertility and population growth. 
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technology reflected fundamental differences with that of scientists 
who have been in the forefront of contraceptive development and 
introduction. The two views were articulated at a 1991 meeting of 
women's health advocates and scientists, and have been succinctly 
characterized as the “hardware" versus the “software” enthusiasts 
(WHO, 1991, p. 10). The view of scientists, the “hardware" enthusi¬ 
asts, was that fertility regulation can be greatly enhanced through the 
development of a wider range of effective, safe, and acceptable 
methods; a basic concern of theirs was testing the safety and effec¬ 
tiveness of new technologies. The view of women's health advocates, 
the “software” enthusiasts, placed great importance on the more 
qualitative context of women's lives and family planning programs 
rather than the technological or quantitative aspects of contracep¬ 
tion. These advocates sought to understand the needs of women and 
providers and the social and cultural influences of women’s lives and 
the ability of women to take advantage of contraception. Further¬ 
more, they considered it important to assess the characteristics of 
service delivery systems and the conditions in which methods would 
be used in order to determine how contraceptive technologies 
should be selected and introduced in different settings. The women's 
health advocates held that the safety and efficacy of contraceptive 
methods were significantly affected by the infrastructure of health 
and family planning programs. 

The following two examples of the introduction of contraceptive 
technology confirm concerns of women’s health advocates. In one 
case, a nonsurgical sterilization method, quinacrine pellets, has been 
used in a number of developing countries that ignore internationally 
accepted standards for testing experimental methods of new contra¬ 
ception for their safety and efficacy. No drug regulatory organization 
in the world, including the U.S. FDA, has approved quinacrine. In¬ 
ternational experts, including those from WHO and the FDA, and 
women’s health advocates have called for a halt to its use until the 
necessary toxicological testing of quinacrine in animals and proper 
clinic tri^s are done (Berer, 1994,1995). Quinacrine is an exceptional 
case in the history of the introduction of new contraceptives because 
of the disregard for international standards for testing new methods 
by some individuals who promoted the method and by some devel¬ 
oping countries that provided the method. 
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The introduction of Norplant, an implant placed under the skin of a 
woman’s upper arm, is quite a different story. After decades of 
careful development and testing, following well-defined standards 
for expert scientific review and consensus on safety and efficacy 
prior, Norplant is now used in many countries around the world 
including Indonesia, Thailand, and the United States (McCauley and 
Geller, 1992).^ Even so, there have been problems with inadequate 
counseling of women about when the implant should be removed 
and inadequate training of providers for the management of side 
effects and removal of the implant. For example, “clinic staff provid¬ 
ing Norplant do not always understand the meaning of menstrual 
blood in local cultures, and that frequent bleeding—a common side 
effect of Norplant—may result in the exclusion of women from sex, 
rituals or community life” (International Women’s Health Coalition, 
2000). An example from a proposed introduction of Norplant showed 
that careful assessment of the existing service delivery system might 
lead to a decision not to introduce a new method. In Vietnam, a joint 
assessment by the Vietnam Ministry of Health, the Vietnam Wom¬ 
en’s Union, the UNFPA, and WHO concluded that the added bur¬ 
dens on the service delivery system were sufficient that the introduc¬ 
tion of a new contraceptive such as Norplant might actually reduce 
rather than improve the quality of care (Hieu, 1995; Finger and 
Keller, 1995). 

The issue of contraceptive safety has been of particular concern to 
women’s health advocates as the potential role of contraceptive 
technology has been considered. Some methods of contraception 
(such as the early formulations of the pill with its high level of estro¬ 
gen) carried health risks for women. Improvements have been made 
in the safety, efficacy, and acceptability of many methods, but issues 
of safety remain since some methods continue to have health risks 
and are not recommended for users with particular characteristics or 
health conditions. For example, women ages 35 and over who are 
heavy smokers (over 20 cigarettes a day) should not take combined 


^The USAID population assistance program only funds those contraceptive methods 
that have been approved by the U.S. FDA for use in the United States. Thus, for exam¬ 
ple, USAID did not fund the provision of the injectable, Depo Provera, for many years 
until the FDA finally approved the method in 1992. 
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oral contraceptive (COC) pills^ because of the increased risk of stroke 
and heart attack from estrogen. Similarly, women with high blood 
pressure also should not take COCs (Hatcher et al., 1997). One 
response to the issue of contraceptive safety on the part of family 
planning programs and medical professionals was to weigh the risks 
of contraception against those of pregnancy, childbirth, and unsafe, 
usually illegal, abortion in developing countries. In this analysis, the 
health benefits of contraception outweigh the risks, although risks of 
particular methods for particular women are clearly identified and 
acknowledged (NAS, 1989). In addition, there are health benefits as¬ 
sociated with some contraceptive methods, such as a reduced inci¬ 
dence of endometrial cancer for women who take the pill, that far 
outweigh the risks (Winikoff and Sullivan, 1987; NAS, 1989). 

Women’s health advocates have not found the relative risk assess¬ 
ment of contraception and pregnancy explanation satisfactory 
(Hartman, 1987; Dixon-Mueller, 1993). They favor comparing the 
risks of different contraceptives; making sure that women know all 
the safety issues and health risks, not just the risk of dying associated 
with given methods; and ensuring that women make their own deci¬ 
sions about what method to use based on full knowledge. In their 
view, contraceptive safety should be defined in different terms. Prior¬ 
ity should be given to (1) methods with few side effects, (2) methods 
that also protect against STDs, and (3) methods that are controlled 
by the user (WHO, 1991). As has been noted in the discussion of the 
supply of family planning services, a wider remge of simpler and safer 
methods are generally available, but women's health advocates 
wanted more attention given to less-used methods that have few if 
any side effects and are controlled by women, such as the di¬ 
aphragm, and to condoms that protect against STDs. 

Differences among women’s health advocates and those supporting 
and developing contraceptive technology have been articulated 
thanks in part to the 1991 WHO meeting on fertility regulation tech¬ 
nologies. At that time, there was a wide divide between these differ¬ 
ent perspectives, but optimism that “common ground” could be es¬ 
tablished and pursued through a series of recommendations that 


^COC pills contain two hormones: estrogen and progestin. 
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called for greater involvement of women's health advocates and 
taking into account women's perspectives as research needs and pri¬ 
orities are determined and as research is carried out. Since that 
original meeting, WHO’s Human Reproductive Programme has 
sponsored a series of Creating Common Ground meetings and has 
sponsored research on barrier methods (e.g., diaphragm) and on the 
informed consent process'^ in contraceptive research. It has devel¬ 
oped a programming guide on the femde condom for governments 
and NGOs interested in introducing the method. It has also sup¬ 
ported a training initiative on gender and reproductive health for 
health program managers and planners in developing countries 
(Cottingham, Bergin, and Hilber, 1999). 

HEALTH BENEFITS OF REGULATING FERTILITY 

Improved maternal and child health has long been an expected 
benefit of family planning programs. The contribution of family 
planning to maternal and child survival in developing countries was 
increasingly documented through research studies published in the 
1980s (Maine, 1981; Winikoff and Sullivan, 1987; NAS, 1989). The re¬ 
search results confirmed that family planning, or women's use of 
safe and effective contraception, helps to reduce maternal mortality 
by reducing the number of births and high-risk pregnancies. An NAS 
study concluded, “maternal mortality may be reduced by: 

• Reducing the total number of pregnancies each woman has; 

• Reducing the number of high-order births (5th order or higher); 

• Reducing the number of births to very young women (aged 17 
and younger) and to older women (over age 35); 


^"Although guidelines exist for research on human subjects, these guidelines are often 
not followed completely or meaningful at either national or clinic levels” (WHO, 1991, 
p, 27). WHO’s research in this area is designed to understand the actual process of 
informed consent in developing countries and to improve practices. 
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• Reducing the use of abortion to end unwanted pregnancies; 
and 


• Reducing the number of pregnancies to women with major 
health problems.” (NAS, 1989, p. 2.) 

Similarly, the research showed that spacing between births, maternal 
age, and birth order were associated with child health and survival. 
Family planning had the potential to improve child health and sur¬ 
vival by reducing the number of births associated with higher risks. 
“Infant and child mortality may be reduced by: 

• Reducing the number of births that occur within approximately 
two years of a previous birth; 


• Reducing the number of children born to very young mothers 
(those under 15 years of age); 


• Reducing the number of children born to women in poor 
health; and 


• Reducing the number of high-order births”(especially the 5th 
or higher-order births)” (NAS, 1989, p. 2). 

Partly because of the research on the health benefits of family plan¬ 
ning, the health rationale for family planning programs became 
more prominent during the 1980s. This was also a decade in which 
there was increased international concern with maternal and child 
survival. For example, UNICEF adopted its health intervention strat¬ 
egy in the mid-1980s that included a number of key interventions to 
improve child survival, one of which was family planning (Grant, 
1990).5 The World Bank spearheaded the Safe Motherhood initiative, 
beginning with an international conference on safe motherhood in 
Nairobi, Kenya in 1987. UNFPA also included among its rationales 
for family planning “improvements in family health” (Sadik, 1990). 


^The strategy was referred to as GOBI-FFF and included growth monitoring (G), oral 
rehydration therapy (O), breastfeeding and better weaning practices (B), immuniza¬ 
tions (I), food supplementation (F), family (child) spacing (F), and promotion of fe¬ 
male literacy and the enhancement of the role of women (F). 
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Population organizations also gave greater emphasis to the health 
rationale for family planning programs (Rinehart and Kols, 1984; 
Population Reference Bureau, 1986). 

The conservative domestic political climate in the United States in 
the early 1980s prompted USAID to develop a policy paper that pre¬ 
sented a summary and objectives for its population assistance pro¬ 
gram (USAID, 1982). The paper underscored the importance of sup¬ 
port for voluntary population and family planning programs in the 
agency’s overall development assistance. The objectives for the U.S. 
population assistance program were based not only on humanitarian 
and strategic interests but also addressed issues of rights and welfare. 
The objectives of the program were to “(1) enhance the freedom of 
individuals in LDCs [less-developed countries] to choose voluntarily 
the number and spacing of their children, and (2) to encourage 
population growth consistent with the growth of economic resources 
and productivity” (USAID, 1982, p. 4).® The USAID policy stated that 
family planning assistance “provides critically important health 
benefits for mothers and young children” (USAID, 1982, p. 1).^ How¬ 
ever, it was not until several years later and in part prompted by re¬ 
search findings on the health consequences of contraception and 
reproduction that USAID added an explicit health rationale for its 
population assistance: “to improve the health and survival of moth¬ 
ers and children by promoting adequate birth spacing; encouraging 
childbearing during the safest years for women; and by reducing 
abortions” resulting from unwanted pregnancies (Gillespie, 1987). 

The health rationale was also an important part of population policy 
considerations in Africa. Through the 1970s, African countries had 
not viewed population growth as a major factor in their development 
strategies given the small size of most of the populations (34 of 48 
African countries had populations under 5 million in 1978). Not until 
the mid-1980s did concern about rapid population growth in the re¬ 
gion begin to find public expression (Chamie, 1994). But even then. 


®This paper described the basic principles and policies governing U.S. population 
assistance, including voluntarism and informed choice as well as prohibitions on sup¬ 
port for promotion of abortion or for actual services (1974 legislation) and for involun¬ 
tary sterilization (1978 legislation). 

director of USAID's Office of Population during the 1980s stated that the health ra¬ 
tionale was always part of the Agency’s population assistance program (Speidel, 2000). 
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African governments and international donors found the health ra¬ 
tionale a compelling reason to promote family planning programs. 
Birth spacing had been part of traditional practices in African coun¬ 
tries and was achieved through long postpartum sexual abstinence 
and breast-feeding. There was evidence that the durations of post¬ 
partum abstinence and breast-feeding were decreasing (Caldwell 
and Caldwell, 1987; Caldwell, Orubuloye, and Caldwell, 1992). Family 
planning was an effective means to achieve birth spacing. 

ABORTION AND FAMILY PLANNING 

The controversy over abortion has influenced family planning pro¬ 
grams and also had implication for women’s health. To appreciate 
how the controversy has affected family programs, some background 
on the relationship between family planning programs and abortion 
is helpful. 

From the earliest days of family planning programs, prevention of 
abortion to reduce related maternal mortality and morbidity has 
been an important part of the health rationale for promoting contra¬ 
ception. In Latin American countries in the 1960s, where abortion 
was illegal, there were serious public health concerns about the large 
number of hospitalizations related to abortion complications. Today, 
preventing abortion continues to be an important reason to support 
and promote family planning in all world regions. Historical exam¬ 
ples from different countries show that, over the long run, increasing 
use of contraception is associated with reductions in abortion. This 
has been true for diverse countries including Chile, Japan, South 
Korea, and those that were formerly part of the Soviet Union in Cen¬ 
tral and Eastern Europe and Central Asia (Salter, Johnston, and Hen- 
gren, 1997; Westoff et al., 1998). Recent data from Bangladesh show 
that higher use of contraception is associated with a lower incidence 
of abortion (Rahman, DaVanzo, and Razzaque, 2001; see also p. 120 
in this report). There is still a large number of abortions in some 
countries, including ones that have high prevalence of contraception 
such as China, Japan, and the United States (Freedman and 
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Freedman, 1992). For example, there were over 1.3 million abortions 
in the United States in 1996 (Henshaw, 1998). ® 

The relationship between abortion and family planning programs is 
not just a matter of women’s health. It has ethical and legal dimen¬ 
sions that have caused abortion to be one of the most divisive issues 
in the population field. Vehement opposition to abortion is based on 
religious and ethical values that define it as morally unacceptable. 
Opponents of abortion include the Catholic Church, religious fun¬ 
damentalists, some Islamic groups, and right-to-life groups (many of 
which are Catholic or fundamentalist). Supporters of access to safe, 
legal services for voluntary pregnancy termination hold that it is a 
basic right of women both in terms of the personal freedom for a 
woman to control her body and for individuals and couples to de¬ 
termine the number and spacing of children. Some go on to say that 
abortion should be considered a social entitlement, just as family 
planning is, in that individuals and couples are entitled to the infor¬ 
mation and the means to control their fertility safely and effectively; 
for these abortion-rights advocates, abortion is one means of fertility 
control (Dixon-Mueller, 1993). Supporters of the right to abortion in¬ 
clude many medical and family planning associations, women’s or¬ 
ganizations, and public health officials. 

The grounds on which abortion is permitted vary among countries 
and cover a range from the most restrictive, “to save the woman’s 
life,” to the most liberal, “allowing abortion on request.” The vast 
majority of countries in the world (173 of 179) permit abortion in or¬ 
der to save the woman’s life, but only 36 countries permit abortion 
on request (United Nations, 1998). Even where abortion is legal, 
there is no assurance that women have access to safe services. There 
are many reasons for limited access, including shortages of facilities, 
equipment, and trained providers; programmatic restrictions; and 
reluctance or refusal of some health professionals to perform abor¬ 
tions (Dixon-Mueller, 1993). 


®For additional information on the effects of family planning on abortion, see 
DaVanzo and Grammich (forthcoming). 
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The lack of access coupled with the restrictive or illegal status of 
abortion in many countries means that there continues to be a large 
number of abortions performed under unsafe circumstances. Of an 
estimated 50 million induced abortions worldwide per year, it is es¬ 
timated that 20 million abortions are performed under unsafe cir¬ 
cumstances or by untrained providers. Additionally, there are an es¬ 
timated 70,000 deaths each year that are a consequence of unsafe 
abortion, and nearly all of these occurred in developing countries 
(Tsui, Wasserheit, and Haaga, 1997). It is apparent that many women 
resort to abortion regardless of its legal status and risk health compli¬ 
cations and even death in doing so. Reducing the number of abor¬ 
tions, particularly unsafe abortions, is a public health goal in many 
developing countries. 

The controversy over abortion has affected family planning pro¬ 
grams in at least three ways. First, there is a split among those who 
see abortion as a method of family planning and those who see it as a 
service quite apart from family planning. Second, the controversy 
over abortion has affected funding levels for population assistance 
and use of funds from certain donors. Third, there is growing 
recognition of the critical need and opportunities for postabortion 
care in reproductive health and family planning programs as a way to 
reduce subsequent abortion. 

Whether abortion is considered a means of family planning is influ¬ 
enced by the political debate. For example, donors, such as USAID 
and UNFPA, state that abortion is not a means of family planning 
since the practice of contraception involves a proactive step of pre¬ 
venting pregnancy in the first place. Abortion is fertility regulation, 
but not family planning. Feminists and women's health advocates 
see abortion as a basic right for women's health and as an essential 
means of fertility regulation within the broader scope of reproductive 
health and family planning services. For these abortion-rights advo¬ 
cates, abortion is necessary not only as a backup to contraceptive 
failure, but also because of the large unmet need for contraception, it 
may be a woman’s only alternative for not having an unintended 
birth. The American public is also unsure about whether the term 
family planning includes abortion, based on the results of a 1998 
public opinion survey (Adamson et al., 2000). Regardless of whether 
the definition of family planning includes abortion or not, many 
women do resort to unsafe, clandestine abortion since most family 
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planning programs—particularly those that receive some external 
donor funding—do not provide abortion services. 

The controversy over abortion has also affected donor funding of 
family planning programs in developing countries. There is a group 
of conservatives and right-to-lifers in the United States that is op¬ 
posed not only to abortion but to artificial contraception and steril¬ 
ization. This group has brought pressure on the legislative process in 
the United States, and the group’s efforts appear to have been suc¬ 
cessful in reducing the level of funding for U.S. population assistance 
in recent years. In addition, these conservative elements have influ¬ 
enced how those funds could be spent. First announced by President 
Reagan following the 1984 UN Population Conference, the so-called 
“Mexico City policy” (sometimes called the “Global Gag Rule”) was 
adopted by the U.S. government; the policy prohibited USAID from 
supporting NGOs that used their own funds to promote or support 
abortions. While the newly elected Clinton administration lifted this 
restriction in 1993, Congress attached a similar restriction to popula¬ 
tion assistance for 2000.9 Many have observed that this funding re¬ 
striction would be deemed unconstitutional if applied to U.S. organi¬ 
zations working in the United States, not only because abortion is a 
constitutional right, but also because of freedom of speech. Among 
his first acts in office, President George W. Bush reinstated the Mex¬ 
ico City policy in January 2001. 

There is growing interest among donors, assistance organizations in 
population and health, and developing countries in promoting 
postabortion services to women as a program strategy for reducing 
future unintended pregnancies, abortions, and especially unsafe 
abortions. Few clinics and hospitals that treat women suffering from 
abortion complications offer contraceptive counseling and services 
as part of their postabortion care (Salter, Johnston, and Hengren, 
1997). Provision of postabortion care that includes family planning 
apparently presents no legal and funding restrictions, even where 
abortion is illegal, since the intention is preventing future abortions. 
There is a growing literature on the delivery of postabortion care that 


cap of $15 million was set on funding to foreign NGOs and multilateral organiza¬ 
tions that are unwilling to certify that they will not perform legal abortions or advocate 
for changes in existing abortion laws, even if they use their own funds for such activi¬ 
ties (Population Action International, 2000). 
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provides useful examples of program experience in many developing 
countries (Huntington et al, 1995; Salter, Johnston, and Hengren, 
1997; Population Council, 1998a, 1998b; Mundigo and Indriso, 1999; 
Pathfinder International, 1999). 

Despite the rising use of contraception worldwide, current evidence 
suggests that there will continue to be unintended pregnancies 
(either from contraceptive failure or not using contraception) and 
women who will choose to end those pregnancies through abortion, 
whether legal or illegal. Given this reality, the future challenge for 
family planning and reproductive health programs is to redouble ef¬ 
forts to satisfy the unmet need for contraception. Where abortion is 
legal, health programs need to ensure adequate access to medically 
safe, effective abortion. Whether abortion is legal or not, programs 
need to ensure adequate access to postabortion care that includes 
contraceptive counseling and services. 

QUALITY OF CARE IN FAMILY PLANNING PROGRAMS 

Quality of care has been a major issue for improving the delivery of 
contraceptive services for more than a decade. This is not to say that 
quality of services was not important prior to this (Jain, 1989). Pro¬ 
gram administrators have long been aware that “satisfied users" help 
to spread the word to other potential clients. Increased concern 
about quality of care was not a controversial topic for family plan¬ 
ning programs as much as it was a criticism of the relative impor¬ 
tance given to certain aspects of service delivery programs by some 
donors, developing countries, and those evaluating programs. 

Interest in the quality of care of programs was raised in the past 
decade for several reasons. Feminists and women’s health advocates 
called for more attention to clients’ health, needs, and rights (based 
on the rights of individuals and couples to achieve their reproductive 
goals) and individual welfare partly to counter the emphasis on na¬ 
tional goals for population control (see discussion in Chapter Three). 
Demographers and analysts of family planning programs urged that 
improving the quality of care should help to satisfy individuals’ and 
couples’ needs for fertility control and enable them to achieve their 
reproductive intentions or goals. Analysts also hypothesized that 
“improvements in the quality of services will result in a larger, more 
committed clientele of satisfied contraceptive users. Over the long 
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run, a more committed clientele of satisfied individuals will translate 
into higher contraceptive prevalence, and ultimately, reduction in 
fertility” (Jain, Bruce, and Kumar, 1992, p. 213). Thus, greater atten¬ 
tion to quality of care should, in theory, help meet individual needs 
for fertility control and societal goals of fertility reduction. 

There was evidence from some family planning programs suggesting 
that an overemphasis on access to contraception was detracting 
from other more qualitative aspects of service delivery and thus the 
programs were not adequately meeting clients’ needs and promoting 
their health and welfare (Bruce, 1990). Access was defined by 
whether services were available (i.e., proximate to clients in terms of 
distance, travel time, ease, and cost of travel) and were affordable to 
potential users. Furthermore, it was thought that judging success of 
service delivery through quantitative measures, such as number of 
acceptors or number of contraceptives distributed, ignored more 
qualitative aspects such as whether clients were satisfied with the 
services and how well services helped clients to meet their reproduc¬ 
tive needs. 

Some of the evidence for a lack of attention to quality of care is based 
on the existence of two different groups: (a) users of contraception 
who for various reasons discontinued use and (b) individuals and 
couples with an unmet need for family planning. By addressing the 
needs of these two groups, more couples would be able to achieve 
their reproductive goals. 

Discontinuation of use of a particular method of contraception is 
common and may be an indication that individuals’ and couples’ 
needs are not being met. Data on rates of discontinuation from a 
number of countries show a wide range—from a low of 20 percent in 
Zimbabwe to a high of 65 percent in the Dominican Republic of 
women who stop using a method of contraception (i.e., any method 
except sterilization) within a year of starting (Table 4.1) (Curtis and 
Blanc, 1997). There are several reasons why women may stop using a 
particular method. Some women stop using a method because they 
no longer need to use it (e.g., they want to get pregnant or their risk 
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of pregnancy is less*^). Others stop using a method because their 
partner forbids continued use. Yet others stop using a method be¬ 
cause they have health concerns or suffer undesirable side effects. 
For example, more than 60 percent of women who discontinued a 
method of contraception in Bangladesh did so because of side effects 
or for other method-related reasons (Curtis and Blanc, 1997). 
Method failure is another reason for discontinuation. In both Peru 
and the Philippines, contraceptive failure was the most important 
reason that women stopped using a method; this reflected the high 
prevalence of traditional methods in those populations (Curtis and 
Blanc, 1997). In addition, clients may stop using a method if they do 
not get their preferred choice or if they are treated rudely by 
providers (Kols and Sherman, 1998). 

Even though discontinuing use of a particular contraceptive method 
is not unusual, some of those who stop using one method switch to 
another method. Research on discontinuation suggests that studying 
the contraceptive history of women or couples gives a more useful 
picture of their experience than only looking at discontinued use of a 
given method. This broader view is especially important since 
switching methods can help couples meet their changing reproduc¬ 
tive needs over time (Jain, 1989).^^ A classic analysis of the contra¬ 
ceptive status of lUD recipients was based on data from Taiwan. 
Thirty months after a group of women had first accepted an lUD, 
only 28 percent were still using the original lUD, although a total of 
47 percent of these women were using an lUD given that some had 
had another lUD inserted, and another 26 percent were using other 
methods of contraception; thus, 73 percent of the original lUD ac¬ 
ceptors were current contraceptive users (Freedman and Takeshita, 
1969, cited in Jain, 1989). More recent evidence of discontinuation 
showed that in Bangladesh, of the 50 percent of users who discontin¬ 
ued use after 12 months, 15 percent had no need for contraception. 


^^Exposure to the risk of pregnancy may change as women age and become less 
fecund, if women become divorced or widowed, or if their husband is away for a 
significant period of time. 

^^The picture is even more complicated since rates of discontinuation vary by method 
(Jain, i989). In addition, method choice is influenced by women’s weighing various 
factors, such as the ease of use and the risk of failure for a given method (Curtis and 
Blanc, 1997). 
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Table 4.1 

Contraceptive Discontinuation for All Methods Except Sterilization 
(percent of users discontinuing during their first year of use) 


Country 

Survey Year 

Percent 

Bangladesh 

1993/94 

49.4 

Brazil (NE) 

1991 

59.6 

Colombia 

1990 

45.2 

Dominican Republic 

1991 

64.9 

Egypt 

1995 

30.5 

Indonesia 

1997 

23.8 

Paraguay 

1990 

59.1 

Peru 

1991/92 

48.9 

Philippines 

1993 

37.2 

Turkey 

1993 

37.1 

Zimbabwe 

1994 

19.7 


SOURCES: Curtis and Blanc (1997); Mahran, El-Zanaty, and Way (1998) (Egypt); 
Fathonah (2000) (Indonesia). 


20 percent had switched to another method, and 15 percent had 
abandoned contraceptive use although they still had a need (Table 
2.3 in Curtis and Blanc, 1997). 

Reasons for discontinuation may reflect differing motivations among 
users to control their fertility and may also reflect characteristics of 
service delivery systems. The motivation of couples to control their 
fertility varies; those with weaker motivations may more easily aban¬ 
don contraception. 12 


^2in most settings, increases in the desire to limit family size contribute far more to 
trends in contraceptive use and fertility decline than do increases in the desire to 
space births (Bongaarts, 1992). In sub-Saharan Africa, however, contraceptive use for 
spacing of births has been substantial and more important for trends in contraceptive 
use than the desire to limit family size (Caldwell, Orubuloye, and Caldwell, 1992). In a 
study of contraceptive discontinuation in six high-prevalence countries (Indonesia, 
Thailand, Egypt, Morocco, Tunisia, and Ecuador), the strength of motivation (i.e., 
those more motivated to use a method more carefully) was important for method fail¬ 
ure in that younger women who had not reached their desired family size had higher 
rates of failure than older women, who had generally already reached or exceeded 
their preferred number of children (Ali and Cleland, 1995). 
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Some reasons for discontinuation may indicate poor quality of care 
in the service delivery program. por example, counseling may not 
be adequate to determine clients' reproductive needs, their desired 
choice of method, and their concerns about side effects. Providers 
may have inadequate technical knowledge and competence. There 
may be power, class, or language differences between service 
providers and clients that cause clients to be reluctant to ask ques¬ 
tions or return for follow-up counseling. Further, the harsh bureau¬ 
cratic culture in some settings may be off-putting to clients 
(Simmons, 2000). The stock of contraceptive supplies, such as a par¬ 
ticular brand of oral contraceptives or injectables, may be uncertain. 
Many of these factors are components of quality of care of service 
delivery. 

The second group for whom the lack of quality of services may be 
important is those individuals and couples with an unmet need for 
family planning. Programs have been criticized for not giving enough 
attention to understanding why these individuals and couples, with 
an apparent need to practice contraception, are not doing so. The 
most common reasons given for not using contraception among 
women with an unmet need (based on both survey data and anthro¬ 
pological research) are lack of knowledge, fear of side effects, and 
social and familial (especially husband’s) disapproval (Bongaarts and 
Bruce, 1995). These reasons reflect inadequate quality of services as 
well as underlying sociocultural influences and suggest that pro¬ 
grammatic and cultural issues are intertwined. For example, lack of 
knowledge and fear of side effects can be addressed by better train¬ 
ing of providers and better counseling of clients. Social opposition to 
contraception can also be addressed by programs, but is related to 
underlying social and cultural values that are more difficult to 
change and that, in any case, presumably change more slowly. 

Given the many issues about quality of care as a key aspect of im¬ 
proving the delivery of services, a framework was developed that has 
guided both the understanding of quality of care among analysts and 
critics of family planning programs and subsequent research for over 


^^Problems of availability and costs of methods were not usually given as reasons for 
discontinuation in a six-country study of contraceptive discontinuation (Ali and 
Cleland, 1995). 



Health Rationale 89 


a decade. The quality-of-care framework has six components (Bruce, 
1990): 

• choice of methods 

• information given to clients 

• technical competence of service providers 

• interpersonal relations between clients and providers 

• follow-up services for continuing care 

• constellation of related health services 

Only one of these, choice of methods, will be examined here as an 
example to show how clients' choice of methods has been limited 
and that certain practices in the provision of particular methods re¬ 
flect poor service quality and may have compromised clients' health, 
needs, and welfare. 

Method Choice 

One of the central characteristics of good quality of care is having an 
adequate range of methods available to meet the need of users. 
Method choice is considered important because clients have a right 
to choose which contraceptive method is best for them.^^ Users also 
have different reproductive needs: some want to space births and 
need temporary methods such as pills or injectables; some want to 


^^For additional information on the various dimensions of quality of care in family 
planning programs, see Bertrand, Hardee, Magnani, and Angle (1995); Koenig, Hos- 
sain, and Whittaker (1997); Tsui, Wasserheit, and Haaga (1997, pp. 103-106); Kols and 
Sherman (1998); Barnett and Stein (1998); and Koenig, Foo, and Joshi (2000). Looking 
at only one component of quality of care can be misleading since various aspects are 
interrelated. For example, research in rural Bangladesh suggested that it was “not the 
absolute number of methods offered to the client, but rather the degree of trust, rap¬ 
port, and confidence established between the field worker and the client" that was 
most important in the relationship between method choice and acceptance (Simmons 
and Elias, 1994, p. 3, cited in Koenig, Hossain, and Whittaker, 1992). 

^^Among the rights in the IPPF Chart of Sexual and Reproductive Rights is the "Right 
to Health Care and Health Protection.” Included under this right is that “Every person 
has the right to sexual and reproductive health care including the right of choice to 
decide whether to use services, and which contraception method” (IPPF, 1996, p. 22). 
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limit births and may need longer-term methods such as lUDs or 
sterilization; and some are at risk of both pregnancy and STDs and 
need a method that protects them against both risks, such as con¬ 
doms. Users also have different health risks and tolerance for side 
effects associated with particular methods. Furthermore, the needs 
of contraceptive users can change over time. Finally, method choice 
is also important for client satisfaction and continued use since giv¬ 
ing clients their preferred method is associated with more sustained 
use (Pariani, Heer, and Arsdol, 1991). Programs that encourage 
switching of methods can help prevent dropouts and enhance user 
satisfaction. In defining how choice of contraceptive methods should 
be considered, Jain suggested that 

In principle, a program should offer enough methods to compe¬ 
tently service significant subgroups (e.g., spacers, limiters, 
males/females ... and so forth). The issues here are to arrive at a 
minimum and optimum number of methods that a program should 
offer, and to develop management capabilities that will assist users 
in switching easily among available methods (Jain, 1989, p. 2). 

In addition to meeting users' needs and increasing user satisfaction, 
availability of a vdder range of contraceptive methods can also mean 
higher overall levels of contraceptive prevalence. For example, an 
expanded choice of contraceptive methods increased overall prev¬ 
alence of contraceptive use between 1965 and 1973 at the national 
level in Hong Kong, India, South Korea, Taiwan, and Thailand and 
between 1977 and 1981 for the Matlab and Maternal-Child 
Health/Family Planning Extension projects in Bangladesh (Jain, 
1989, pp. 6-7). 

Despite the wide availability of modern contraception throughout 
the world and a range of contraceptive methods with varying charac¬ 
teristics, there are numerous examples of limitations on method 
choice. Among a group of 26 countries, contraceptive use is concen¬ 
trated on one or two methods in many countries, and this concen¬ 
tration shows “how little use is made in so many places of contracep¬ 
tive technology that is actually available today" (Potter, 1999, p. 705). 
Why this concentration exists appears rooted in women's inclination 
to stay with a method, in the biases of service delivery providers and 
programs, and in the tendency of providers to recommend particular 
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methods and of clients to accept such recommendations (Potter, 
1999). 

Assessing the degree to which contraceptive method choice exists in 
family planning programs entails looking at whether there is choice 
for significant groups of users, and whether there are biases and 
restrictions in programs. Provider biases have been confirmed in a 
number of countries in different regions. For example, private 
physicians in Jamaica and service providers in Tanzania and India 
clearly have such biases that may affect clients' choice of methods. 

• In Jamaica, the government’s official service delivery guidelines 
state that the injectable Depo-Provera is a method for “women 
and adolescents who have at least one child.” Among the private 
physicians who were interviewed in a study, however, the major¬ 
ity had never heard of, let alone used, the Jamaican government's 
guidelines. The physicians reported that, in their medical 
practice, only women who were over age 20 could use Depo- 
Provera. These physicians also reported that they would provide 
this method only to women who had had two children (Hardee et 
al., 1995). 

• In Tanzania, the Ministry of Health issued National Policy 
Guidelines and Standards for Family Planning in 1994 to estab¬ 
lish uniform rights of access to all males and females of repro¬ 
ductive age, including adolescents. Even so, more than half of the 
doctors surveyed reported that they had age restrictions for pill 
use, while about 80 percent of trained midwives and health auxil¬ 
iaries reported that they imposed such restrictions (Speizer et al., 
2000 ). 

• In India, where sterilization is the predominant contraceptive 
method used, evidence from several states shows that service 
providers attached little importance to clients' preference for 
methods. One study, cited in a general review of quality of care in 


^®Jain, Bruce, and Kumar (1992) suggested assessing method choice by the following 
factors or characteristics: the total number of methods; temporary self-administered 
methods; methods suitable for sporadic use; permanent methods; methods with few 
or no side effects; methods for use by men; methods for use by women; methods that 
can be used without a partner’s knowledge; methods suitable for adolescent, low- 
weight, malnourished, or breast-feeding women; and nonhormonal methods. 
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the Indian Family Welfare Programme, found that “93 percent of 
nurse/midwives interviewed in Karnataka stated that the 
provider decides which method the client should use” (Koenig, 
Foo, and Joshi, 2000, p. 4). 

These examples show that it is not sufficient to issue service delivery 
guidelines, and that efforts must be undertaken to ensure that 
providers understand and follow the guidelines. Furthermore, evalu¬ 
ation of current practices is important to ensure that current prac¬ 
tices conform to established guidelines and help to improve quality 
of care. 

Programs emphasize certain methods (sterilization in India, lUDs 
and sterilization in Mexico) for various reasons. These include the 
cost and complexity of delivering a range of contraceptive methods 
and that methods, such as lUD and sterilization, are considered 
more effective methods for preventing pregnancy, and hence will 
help achieve demographic goals. Feminists and women’s health 
advocates have criticized some programs for having too much em¬ 
phasis on certain provider-dependent methods (lUDs, injectables, 
implants, and sterilization) in order to achieve given targets. The 
criticism is that such methods do not necessarily respond to wom¬ 
en's health needs and rights and that the “overriding aim of family 
planning should become that of providing women with the means to 
achieve reproductive autonomy” (Smyth, 1991). These advocates 
hold that methods controlled by women, not providers, enhance 
women’s autonomy. 

To counter these criticisms, it has been suggested that many women 
prefer provider-controlled methods for various reasons. For exam¬ 
ple, some women like the privacy associated with using injectables, 
or a method that is independent of coitus such as the lUD, or the 
convenience of having a one-time procedure such as sterilization 
(e.g., in Catholic countries, some women view sterilization as a single 
act of sin, which can be forgiven; or in remote areas, resupply of a 
method like the pill may be difficult) (Crane, 2000). 

A closely related issue raised by women’s health advocates is that 
method choice has been affected by the medicalization of contra¬ 
ceptive services, which reduces users’ or women’s control over con¬ 
traception. Women’s health advocates were concerned that women 
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had to depend on physicians and clinics for contraceptive services. 
These health advocates favored methods that not only had fewer 
health risks and side effects, but also would be controlled by women. 
An example of a woman-controlled method is the diaphragm. (WHO 
has supported research on user-controlled methods, see p. 97). Some 
of these methods have an important disadvantage in that they are 
generally less effective than other provider-dependent methods such 
as the lUD. Given that the methods advocated often carried higher 
risk of failure and thus greater risk of unintended pregnancy, wom¬ 
en’s health advocates have also favored access to safe, legal abortion. 
Abortion is not only seen as a backup to contraceptive failure, but as 
a basic right for women (Dixon-Mueller, 1993). 

Women’s health advocates have also criticized the emphasis on 
medically efficient, provider-dependent methods because not 
enough attention has been given to barrier methods, such as the 
condom, which can protect women against STDs and HIV infection. 
However, more and more countries around the world, in concert 
with the international donor community, are addressing prevention 
of STDs through use of condoms (Lande, 1993; Gardner, Blackburn, 
andUpadyay, 1999). 

While provider and program biases can and do limit women’s 
choices, there are other factors that can limit method choice. The 
cost of contraceptives or the lack of contraceptive supplies due to a 
weak logistics system may affect choice. Not only provider biases but 
also lack of provider competence about different methods and poor 
counseling may limit choice. 

Women’s health advocates have been concerned about harmful ef¬ 
fects associated with poor quality programs and practices. Studies of 
practices in sterilization camps in India showed very inadequate 
counseling before and after the operation (Koenig, Koo, and Joshi, 
2000). In addition, facilities were often inadequate, e.g., with unreli¬ 
able sources of electricity and water, especially in outreach camps for 
sterilization (Koenig and Khan, 1999). This example, similar to that 
mentioned previously regarding Norplant, was evidence of a lack of 
attention to proper counseling of women and to adequate provider 
training and management. 
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Another example that dates back to the early 1970s represents health 
concerns about mode of delivery for certain contraceptive methods. 
During this period, a few programs, including Profamilia in Colom¬ 
bia, undertook efforts to expand access to family planning through 
CBD programs of pills and condoms. Despite initial misgivings about 
women’s health risks associated with the provision of oral contracep¬ 
tives through the CBD program, the practice became medically ac¬ 
ceptable given the potential advantages of using oral contraception 
compared with the risks of childbirth or induced abortion (abortion 
was invariably performed illegally and thus posed even higher risks 
for women’s health and survival). Research on the CBD programs has 
shown that the health risks were minimal and the acceptability of 
pills was high (Ross et al., 1987). 

Health concerns about different contraceptive methods may be war¬ 
ranted in different settings. Oral contraceptives are typically avail¬ 
able in many Latin American countries without prescription. In 
Brazil, where a high percentage of women smoke, many women used 
orals without prescription and without adequate screening for risk 
factors such as smoking and hypertension. It has been suggested that 
this may be a reason for high death rates from stroke among Brazil¬ 
ian women of reproductive age (DaVanzo and Haaga, 1991). In gen¬ 
eral, use of orals is not recommended for women ages 35 and over 
who smoke or suffer from hypertension. There have been counseling 
efforts in Brazil to encourage women smokers with cardiovascular 
problems to switch methods (Sociedad Civil Bem-Estar Familiar no 
Brasil, 1986). It is also possible that the sharp increase in sterilization 
among Brazilian women (from 17 to 40 percent between 1986 and 
1996) is partly related to concerns about side effects from the pill 
(Potter, 1999; Merrick, 2000b). 

Research on Quality of Care 

Concerns over a lack of attention to quality of care in family planning 
programs have stimulated research aimed at improving the quality of 
care (including method choice) since the late 1980s. What has 
emerged from this research is a clearer understanding of the dimen¬ 
sions of quality of care and the characteristics of high-quality care, 
which in turn has led to some improvements in the quality of care 
delivered by family planning programs. The so-called Bruce frame- 
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work provides the now standard definition of the elements of quality 
of care (see pp. 86-87 for the six elements in this framework). The 
framework is based on how individuals or clients are “treated by the 
system providing services” Qain, 1989, p. 29). A high-quality program 
is defined as “one that is client oriented and aims to help individuals 
achieve their reproductive intentions or goals” (Jain, Bruce, and 
Mensch, 1992, p. 392). 

Considerable effort has been devoted to developing indicators of 
quality of care and methods for evaluating quality. An interagency 
working group helped to develop lists of quality indicators for clinic- 
based, community-based, and social marketing programs (Bertrand, 
Magnani, and Knowles, 1994).Working group participants agreed 
that there were three levels for measuring indicators of quality— 
management, providers, and clients—and that these levels were in¬ 
terrelated. Various data collection methods have been employed to 
obtain this range of information, and some of these are described 
below. Some of the research has pointed out the complexity and 
methodological difficulties of measuring different dimensions of 
qucdity of care and of developing indicators that are reliable and valid 
(Simmons and Elias, 1994; Leon, Quiroz, and Brazzoduro, 1994; 
Askew, Mensch, and Adewuyi, 1994). 

For the most part, the discussion that follows deals broadly with 
quality-of-care issues rather than just the element of method choice. 
This is partly because efforts to assess and improve quality of care are 
often multifaceted. 

Research has been conducted to determine the meaning of quality of 
care for women who receive reproductive health services and to 
measure service quality through client exit interviews and mystery 
clients^® (Vera, 1993; Williams, Schutt-Aine, and Cuca, 2000; and 
Huntington and Schuler, 1993). “The simple act of asking the client 
her views, and obligating the service provider to listen to them, is 


Service Delivery Working Group convened under the USAID-supported EVAL¬ 
UATION Project included representatives from numerous cooperating agencies in 
population. 

^®A mystery client is someone selected from the potenticil client population who poses 
as a participant or client in a program and who then reports on his or her experience 
to an evaluator of the program. 
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perhaps the most important outcome from [efforts to assess client 
satisfaction]” (Williams, Schutt-Aine, and Cuca, 2000, p. 70). Related 
research has pointed to the importance of educating not only 
providers, but also clients, about quality. Various studies have shown 
that clients, particularly those who are less educated or of lower sta¬ 
tus than the providers, do not have high expectations about the 
quality of services and are frequently satisfied with levels of care that 
would be considered substandard by Western standards (Koenig, 
Foo, and Joshi, 2000; Schuler and Hossain, 1998). Furthermore, cul¬ 
tural norms about appropriate client behavior during consultations 
may influence client behavior, suggesting that a strategy is needed 
that “raises clients' expectations and (at the same time) improves 
providers’ communication and counseling skills” (Kim et al., 2000, 
p.ll). 

Some programs have undertaken efforts to educate clients about 
their rights and choices. IPPF issued a set of 10 “rights of the client” 
to raise awareness of both clients and providers, and clinics of many 
IPPF affiliates exhibit a poster of these clients’ rights. The National 
Population Council in Mexico conducted a media campaign de¬ 
signed to create more awareness of “informed demand” so that 
clients would be better informed about their reproductive needs and 
rights. This campaign was in addition to an extensive training pro¬ 
gram in counseling and informed consent for service providers at the 
three major public health institutions (Beamish, Palma, and Seltzer, 
2001). In Egypt, the Gold Star Program, which involves an accrediting 
system based on 101 indicators of good quality, was designed not 
only to improve the quality of the government’s family planning ser¬ 
vices but also to “create new expectations for quality so that the pub¬ 
lic will request better services” (El Gebaly et al., 1998, p. 20). The 
Egyptian Ministry of Health and Population and the Ministry of In¬ 
formation have worked together on this program since 1994 to im¬ 
prove and then monitor the quality of family planning units along¬ 
side a media campaign to increase client expectations. 

A question that family planning specialists and researchers have in¬ 
creasingly tried to answer in recent years is whether quality of care 
really makes a difference in the delivery of family planning services. 
Are higher-quality programs better able to meet clients’ needs? A 
group of five commissioned studies looked at the relationship 
between quality of care and the demand for family planning in 
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Brazil, Morocco, Tunisia, the Philippines, and Peru (Samara, Buck¬ 
ner, and Tsui, 1996). The results from this research provided strong 
evidence that quality matters. In one study in Peru, it was estimated 
that contraceptive practice would increase dramaticcilly if high qual¬ 
ity of services were provided. In the Philippines, among women who 
used modern/nonsurgical methods of contraception, several charac¬ 
teristics of the service provider setting (quality factors) increased use 
of public clinics. These factors included having a short distance to 
the clinic (0.6 kilometers), a variety of contraceptive methods, pre- 
and postnatal care and infant delivery services, and a physician on 
staff. Another study of the influence of quality of care in family plan¬ 
ning services in rural Bangladesh found that quality made a differ¬ 
ence in the decisions of women to adopt a contraceptive method and 
had an even greater effect on continued use of contraception 
(Koenig, Hossain, and Whittaker, 1997.) 

Comprehensive research on quality of care has been conducted in 
sub-Saharan Africa, Latin America, and Asia through an approach 
that assesses the strengths and limits of service delivery infra¬ 
structure as well as the quality of services (Miller et al., 1997; Mensch 
et al., 1994). The research has been used as a baseline against which 
to assess efforts to improve the quality of services. Additional re¬ 
search has been carried out that sheds light on aspects of quality of 
care although its purpose was to study women’s experiences with 
family planning and to understand women’s perspectives on the 
immediate and long-term consequences of family planning. For ex¬ 
ample, women’s concerns with side effects of contraception—both 
real and perceived—were more serious than providers realized. 
Women saw side effects “as a critical factor in determining which 
methods they will use, whether they will continue a method, or 
whether they even start contraception” (Barnett and Stein, 1998, p. 
48). This finding has important implications for the ways that 
providers counsel clients about their concerns and has led to im¬ 
provements in provider training (Shane and Chalkley, 1998). One 


this study, quality was measured by an index based on client responses to five 
questions about field-workers’ care: (1) Is the field-worker responsive to your ques¬ 
tions? (2) Is she appreciative of your need for privacy? (3) Is she someone you can de¬ 
pend on to help with your problems? (4) Is she sympathetic to your problems and 
needs? (5) When she explains something to you, does she provide enough 
information? 
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ongoing experimental study with the Ministry of Health (MOH) in 
Peru has found that the quality of client-provider interaction 
improved when providers used special interactive job aids during 
counseling sessions.The MOH is interested in scaling up this 
intervention (Ledn, 2001). Numerous other studies designed to 
improve quality of care in family planning and reproductive health 
programs have been supported under the USAID-funded 
FRONTIERS in Reproductive Health project (Population Council, 
2000 ). 

Men have an important role in decisions about contraceptive use in 
many settings, but they have tended to be marginalized by family 
planning programs and services. In the past several years, much 
more attention has been given to addressing the role of men in fam¬ 
ily planning and reproductive health (Helzner, 1996; Drennan, 1998; 
IPPF/WHR and AVSC, 1998; Pile et al, 1999; Cohen and Burger, 
2000). This greater attention has been in part because of the added 
health risks to women and men of the AIDS epidemic and also be¬ 
cause of a greater recognition that gender inequalities between 
women and men have a significant influence on women's health and 
well-being. Surveys of men have shown that many men “know and 
approve of family planning—in marked contrast to the stereotype of 
men as uncooperative or uninterested in family planning or repro¬ 
ductive health... but that most men need more family planning in¬ 
formation, education, and services” (Drennan, 1998, p. 9). Recent re¬ 
search and program experience has also demonstrated that “many 
men care about and are willing to make positive contributions to the 
reproductive health of their partners and the well-being of their 
families” (Program for Appropriate Technology in Health, 2001, p. 1). 
Although various strategies have been tried to engage men as part¬ 
ners in improving women's reproductive health and to extend repro¬ 
ductive health services to men, most of the projects have been small 
in scale and have not provided information on how project activities 
have influenced relationships between women and men and gender 
equality. 


^^Interactive job aids are a set of cards (each card describes a contraceptive method) 
that a provider lays out on a desk in front of a client during a counseling session. To¬ 
gether, the provider and client discard the cards on methods that are not suitable to 
the client’s needs, and they use the remaining cards to help the client select the most 
appropriate contraceptive method. 
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Efforts to improve quality by expanding contraceptive choice are of¬ 
ten based on the introduction of a particular contraceptive that may 
be new in a given setting, such as Norplant or injectables. Spear¬ 
headed by WHO, a new approach to contraceptive introduction has 
been implemented in a number of countries (Spicehandler and 
Simmons, 1994; Simmons et al., 1997). It involves a participatory 
strategy involving government officials, service providers and admin¬ 
istrators, and clients (users and nonusers of family planning) in as¬ 
sessing the overall service-delivery system and the range of available 
methods, and then implementing changes that are designed to im¬ 
prove the overall capacity of the service-delivery system. “This ap¬ 
proach shifts attention from an exclusive emphasis on new technol¬ 
ogy to a holistic view of factors relevant for method introduction, 
including a concern for the social context of method choice, the cur¬ 
rently available method mix, and the organizational capacity of the 
program to ensure quality of care” (Diaz et al., 1999, p. 1). Such a 
“participatory action research project” was implemented in a munic¬ 
ipality in southern Brazil and led to improved reproductive options, 
not just in family planning, but also in other reproductive health 
services, including prenatal care. A participatory approach to intro¬ 
ducing new contraceptives helps to counter the criticism of contra¬ 
ception as a technological fix. 

The emphasis on method choice and clients' rights may have 
fostered research on client interest in a less-used method—the 
diaphragm—in part because it is under the user’s control and has 
few side effects. For example, WHO supported an interagency 
collaborative study of the diaphragm in Colombia, the Philippines, 
and Turkey in the mid-1990s to assess its acceptability, service 
delivery requirements, and use-effectiveness (Ortayli et al., 2000). 

Also in the interest of expanding method choice, there was increas¬ 
ing attention, beginning in the 1980s, given to the relationship be¬ 
tween breast-feeding and fertility, and the role of breast-feeding for 
birth spacing. Subsequently, a number of studies were carried out, 
including a multicenter study in ten different populations in both 
developed and developing countries, to determine the acceptability, 
client satisfaction, effectiveness, and use of the lactational amenor¬ 
rhea method (LAM). The results found that overall satisfaction with 
the method was high (84 percent) and that knowledge and under¬ 
standing of the method was also high (ranging from 78 to 89 percent) 
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(Hight-Laukaran et al, 1997). Furthermore, the study found a high 
rate of effectiveness, 98.5 percent at six months postpartum, in a va¬ 
riety of cultural and socioeconomic settings when women carefully 
followed the criteria for using the method (Labbok et al., 1997). The 
authors concluded that LAM is acceptable and ready for widespread 
use and should be included in the range of services available in 
maternal and child health, family planning, and other primary health 
care settings (Hight-Laukaran et al., 1997; Cooney, Koniz-Booher, 
and Coly, 1997). 

An interagency initiative, begun in the early 1990s, was directed 
toward improving the quality of service delivery and helping 
programs to serve their clients better. The Maximizing Access and 
Quality (MAQ) effort was spearheaded by USAID and involved its 
cooperating agencies in population (Shelton, Davis, and Mathis, 
1998). The initiative helped to identify unnecessary medical barriers 
to family planning that limit the quality of and access to services. 
Medical barriers were defined as practices that use a medical ratio¬ 
nale but result in an impediment to or denial of contraceptive use 
that cannot be scientifically justified. Examples of medical barriers 
include inappropriate age and parity criteria for determining eligi¬ 
bility to use certain contraceptive methods. As a result of the work 
under the MAQ initiative, more than 30 countries have revised and 
disseminated new service delivery guidelines. WHO has also re¬ 
viewed its criteria for use of contraceptive methods and issued medi¬ 
cal eligibility criteria for contraceptive methods that reflect the im¬ 
portance of quality of care in programs (WHO, 1996).The MAQ 
effort and the work of WHO have contributed to research and 
“projects addressing every aspect of quality including management, 
service delivery, training, and technical guidance” (Kols and Sher¬ 
man, 1998). 

The research and program efforts on quality of care presented here, 
while only a sampling of recent work, underscore the challenges that 
programs face in assessing quality of care; being sensitive to clients’ 
health, needs, and rights; and ensuring adequate quality of care. In 
addition, a recent article has shed light on a related but neglected as- 


methods covered in the WHO guidelines include pills, injections, Norplant 
implants, female sterilization, vasectomy, lUDs, condoms, spermicides, diaphragms 
and cervical caps, natural family planning or fertility-awareness methods, and LAM. 
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pect of quality of care: the role of the provider perspective on the de¬ 
livery of family planning and reproductive health services (Shelton, 
2001). While programs are giving considerable attention to client 
perspectives, Shelton calls for more research on who providers are, 
how they view their roles in the delivery health services, what con¬ 
straints they face in performing their roles, and how to engage 
providers as agents of change for improving the quality of programs. 
Efforts to measure and to improve quality of care are ongoing issues 
for all service delivery programs in countries around the world and 
for the international donor community as well (Miller et al., 1997). A 
further research challenge is studying the relationship between ef¬ 
forts to improve quality of and access to services and the use of con¬ 
traception to help couples meet their reproductive goals. A few 
studies have endeavored to assess the effects of improved quality, 
and initial results appear promising. 

REPRODUCTIVE HEALTH 

Concerns about women’s health and welfare and about human 
rights in the face of national demographic goals in some countries 
(discussed in Chapter Three and preceding sections of this chapter) 
contributed to a major shift in the framework for population policy 
and programs and the context in which family planning programs 
were considered. The pivotal event marking this change was the 1994 
UN ICPD held in Cairo. 

This new framework for population policy and programs, developed 
and championed by women’s health advocates and feminists, shifted 
the emphasis previously given to the burden of population growth 
and high fertility on overall development to the welfare and rights of 
individuals. In giving prominence to individual rights, it gave 
particular attention to women’s right to reproductive autonomy and 
empowerment to enable women to secure this right. The ICPD and 
the resulting Program of Action downplayed the implications of 
rapid population growth as a key factor for economic development 
and the existing consensus among governments. However, the 
Program of Action did consider the important links between 
population, economic growth, and sustainable development, includ¬ 
ing impacts on the environment. The unprecedented level of NGO 
participation at ICPD, especially of women's health and rights 
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advocates from both developed and developing countries, helps to 
explain the extent to which women's issues were considered at the 
conference and emphasized in the Program of Action (McIntosh and 
Finkle, 1995). 

In the ICPD’s Program of Action, representatives of 180 countries 
agreed to the goal of universal access to reproductive health infor¬ 
mation and services by 2015. The Program of Action endorsed the 
broader context of reproductive health instead of the narrow ap¬ 
proach of family planning. Family planning was considered one of 
the basic reproductive health services, along with maternal health 
care (safe pregnancy, safe abortion where legal, and women’s nutri¬ 
tion), prevention of STDs, and adolescent reproductive health. A vi¬ 
sion of reproductive health that is embodied in the ICPD’s Program 
of Action is that “every sex act should be free of coercion and infec¬ 
tion, every pregnancy should be intended, every birth should be 
healthy” (Tsui, Wasserheit, and Haaga, 1997, p. 1). The ICPD Pro¬ 
gram of Action and subsequent UNFPA reports make it clear that 
reproductive health is viewed as a reproductive right^^ and a basic 
human right (United Nations, 1995; UNFPA, 1997, 1999a). Further, it 
recognized that achieving reproductive health and reproductive 
rights are closely related to the attainment of other social rights and 
opportunities, such as the education of girls and gainful 
employment. 

Following the 1994 UN Conference, the international donor commu¬ 
nity generally embraced the broader context of reproductive health 
in its population assistance programs. For some donors, including 
the UNFPA and the World Bank, the articulation of the “population 
problem” also changed. In a new mission statement adopted by 
UNFPA in 1996, references to population problems, which had been 
part of UNFPA’s mandate since 1973, were avoided entirely. How¬ 
ever, the statement says, “UNFPA is convinced that meeting these 


^^Refer to footnote 2 on p. 11 of this report for UNFPA’s definition of reproductive 
rights. An increasing number of states has begun to address reproductive rights in 
national laws, in constitutions, and in their institutional procedures. For example, na¬ 
tional constitutions in Colombia and South Africa explicitly guarantee certain repro¬ 
ductive rights. A number of governments are revising their population and develop¬ 
ment strategies to emphasize individual needs and rights (UNFPA, 1997). 
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goals—safeguarding and promoting reproductive rights, gender 
equity and male responsibility, empowerment of women, promoting 
the well-being of children ... —will contribute to improving the 
quality of life and to the universally accepted aim of stabilizing world 
population" (United Nations, 1996, p. 595). Thus, while the official 
UN position backs away from addressing population growth directly, 
it acknowledges the desirability of not only lower growth but no 
growth in world population. 

After three decades of funding for population programs that were 
largely concerned with slowing population growth to enhance eco¬ 
nomic development, the World Bank altered its strategy in response 
to the new approaches called for by the ICPD in Cairo. The change 
links population to poverty reduction and social development. 
Which population factors are important (the need to slow population 
growth or to cope with the implications of rapid fertility decline, an 
aging population, and/or urban growth) depends on the setting. The 
new strategy also places support for family planning within the 
broader context of reproductive health. It responds to a more client- 
centered, rights-based approach and moves away from support of 
countries' demographic targets and controls in the implementation 
of family planning programs (World Bank, 2000). Family planning is 
still viewed as a “merit good” by the World Bank in that governments 
should provide such services to ensure equity, i.e., so the poor have 
access to these and other health services that they otherwise might 
not have (Merrick, 2000a). 

IPPF took the broader context of reproductive health and the new 
framework for reproductive rights developed at the ICPD and pre¬ 
pared its own Charter on Sexual and Reproductive Rights. The Char¬ 
ter was endorsed by the IPPF Members’ Assembly in 1995. The char¬ 
ter lays out 12 fundamental principles that are intended to promote 
and protect these rights. The first is the “Right to Life,” in that “no 
woman's life should be put at risk or endangered by reason of preg¬ 
nancy.” Others include “The Right to Privacy,” which includes the 
right to make autonomous decisions regarding one’s sexual and re¬ 
productive life; “The Right to Decide Whether or When to Have Chil¬ 
dren;” and “The Right to Health Care and Health Protection” includ¬ 
ing clients’ rights to “information, access, choice, safety, privacy, 
confidentiality, dignity, comfort, continuity, and opinion” (IPPF, 
1996). The Charter was printed in English, French, Spanish, and 
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Arabic and has been used by members in many countries repre¬ 
sented by those languages. In addition, IPPF members in 20 
countries have translated the charter into other languages in their 
efforts to increase attention to reproductive rights (Newman, 
2000a).23 

USAID joined the general move toward more client-centered ap¬ 
proaches to family planning and also the shift to the broader context 
of reproductive health for its family planning assistance. A fourth 
objective was added to the Agency’s Population and Health Strategy; 
namely, “to make programs responsive and accountable to the end- 
user” (i.e., the client) (Maguire, 1994). Three of five strategic objec¬ 
tives of USAID’s Center for Population, Health, and Nutrition are 
part of reproductive health: “increased use by women and men of 
voluntary practices that contribute to reduced fertility; increased use 
of key maternal health and nutrition interventions; and increased 
use of improved, effective, and sustainable responses to reduce HIV 
transmission and to mitigate the impact of the HIV/AIDS pandemic” 
(USAID, 2000). The prevention and treatment of STDs is part of the 
Center's work in reproductive health. 

Several research efforts have been carried out in response to the en¬ 
dorsement of reproductive health in the Program of Action at the 
1994 ICPD. The NAS conducted a review of the magnitude of repro¬ 
ductive health problems facing developing countries and of inter¬ 
ventions designed to address those problems (Tsui, Wasserheit, and 
Haaga, 1997). The four principle reproductive health problems were 
(1) significant levels of unwanted or mistimed births (20 to 40 per¬ 
cent of births), (2) an estimated 20 million unsafe abortions, (3) al¬ 
most 600,000 pregnancy-related maternal deaths (abortion is the 
leading cause of maternal death), and (4) rising rates of STD and HIV 
infection.24The main service areas of reproductive health programs 
that address these problems are pregnancy and contraceptive ser- 


23The following member countries have translated the charter: Bulgaria, Cambodia, 
China, Czech Republic, Estonia, Greece, Hungary, India, Indonesia, Italy, Japan, 
Lithuania, Malaysia, Netherlands/Belgium (collaborated on a Dutch version), Poland, 
Portugal, Republic of Korea, Russia, Thailand, and Turkey. 

24There are other areas of international concern with important health implications 
such as sexual violence, sexual exploitation of children, and female genital mutilation. 
The NAS report provides information on the extent of these problems. 
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vices, delivery care for mothers and children, and prevention and 
management of STDs. None of these service areas is new, and many 
national health programs already provide these services. The ICPD’s 
emphasis on reproductive health calls for greater attention to this ar¬ 
ray of services according to a given country’s problems. In general, 
what is implied is a reorganization or new grouping of services that 
takes advantage of synergies among programs, and in some settings, 
new services are needed. The NAS report concludes that additional 
organizational and financial resources are essential for the repro¬ 
ductive health initiative to succeed, and that further experimenta¬ 
tion, research, and evaluation are required to determine what orga¬ 
nization or combination of services is most effective. 

A research-related effort developed indicators on reproductive 
health for use in evaluating programs (Bertrand and Tsui, 1995). 
While reproductive health encompasses many different types of ser¬ 
vices and country programs emphasize different service areas, indi¬ 
cators were developed for the following: safe pregnancy, STD/HIV 
prevention, women’s nutrition, breast-feeding, and adolescent re¬ 
productive health services.^s Operations research has also been 
carried out to improve reproductive health services in many coun¬ 
tries (Shane, 1998). For example, studies of postabortion care were 
carried out in Bolivia, Honduras, Mexico, and Peru from 1995 to 1998 
to assess the current state of postabortion care services and to intro¬ 
duce and evaluate different interventions designed to improve the 
quality and effectiveness of services (Population Council, 1998b). 

A number of research efforts have involved case studies of different 
countries to assess how reproductive health programs were being 
implemented.^® In one such assessment, local researchers carried 
out case studies in Brazil, India, Morocco, and Uganda (Ashford and 
Makinson, 1999). Even though only a few years had passed since the 
ICPD, all four case studies reported progress in terms of increased 


2®The selection of reproductive health topics responded to program areas of USAID’s 
Center for Population, Health, and Nutrition, and the process of developing indicators 
was carried out by the USAID-supported EVALUATION Project. An earlier effort led to 
the publication of a handbook of indicators for family planning (Bertrand, Magnani, 
and Knowles, 1994). 

^®For other assessments, see Hardee et al. (1999), WEDO (1999), HERA (1998), UNFPA 
(1999a), and Forman and Ghosh (2000). 
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political commitment to reproductive health and in terms of changes 
in service delivery. Needless to say, the degree of progress varied 
among countries. The challenges ahead, not the least of which is the 
cost and sustainability of the expanded reproductive health focus, 
are considerable, if not daunting, in some settings. 

Among the general conclusions of this assessment were that the 
ICPD Program of Action, or the “Cairo agenda,” reaffirmed efforts al¬ 
ready under way to provide family planning as part of a broader ap¬ 
proach to health care, and that it served as a catalyst for change in 
some countries (removal of targets in India and clarification of the 
legal status of abortion services in BraziF^). It was observed that 
there has been a general change in the environment in which repro¬ 
ductive health goals are pursued because there is more involvement 
of NGOs and an increasing role of women's organizations. Among 
the changes noted in health services were the increased efforts to 
improve the quality of service delivery and to integrate family plan¬ 
ning and other reproductive health services. For example, in Uganda, 
40-50 percent of providers in rureil health centers have been trained 
in reproductive health, including prevention and treatment of STDs. 
The authors of the Uganda case study noted that this comprehensive 
training had “greatly improved providers’ skills, confidence, and atti¬ 
tudes toward clients seeking services. There is evidence that these 
changes have led to greater use of reproductive health services as 
well as increased client satisfaction” (Mirembe, Ssengooba, and 
Lubanga, 1998, p. 26). In Morocco, improvements in specific areas of 
reproductive health were noted for use of prenatal care and family 
planning services, and in the percentage of births attended by 
trained assistants. But at the same time, it was observed that great 
inequalities in access to reproductive health care existed between 
urban and rural areas of Morocco (Belouali and Guedira, 1998). 

An additional observation from the case studies was that the reform 
of the health sector (which includes decentralization of health ser¬ 
vices in Brazil and Uganda) has been an enabling factor to imple- 


^^The Brazilian penal code of 1940 authorized abortions in cases of rape and life- 
threatening circumstances to the mother. Despite the law, women’s access to abortion 
in actual practice was limited to only one of these two cases (those involving life- 
threatening circumstances to the mother). Efforts to clarify the difference between the 
abortion law and actual practice began in 1991 (Correa, Piola, and Arihlha, 1998). 
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menting a more comprehensive reproductive health approach in 
Brazil, but has added to the complexity of making hoped-for changes 
in Uganda, where the lack of skilled manpower and inadequate 
health infrastructure are severe constraints. Some of the progress in 
reproductive health has been possible with increased donor funding. 
This has been so in India with World Bank funding for the Reproduc¬ 
tive and Child Health project and in Uganda where donor financing 
supports most of the general health and reproductive health 
programs .2^ 

The implications of the reproductive health approach for family 
planning programs are several. First, placing family planning within 
the context of reproductive health should mean that programs are 
more responsive to the range of reproductive health needs with a 
concomitant reduction in emphasis on contraceptive services and 
less attention to demographic goals for family planning. While more 
resources are called for to support the reproductive health agenda 
and were forthcoming in the first several years after ICPD, donor 
support has not continued to rise to meet the challenges set forth in 
1994 (Forman and Ghosh, 2000). Unless funding prospects improve, 
existing resources will be spread more broadly, and this, in all likeli¬ 
hood, will dilute the potential impact of the reproductive health ini¬ 
tiatives, including family planning programs. 


^®The major reproductive health programs funded by donors in Uganda included safe 
motherhood; family planning; STD/HIV prevention; adolescent health; information, 
education, and communication (lEC) activities; infrastructure development; and 
training of providers. Multilateral donors included the World Bank, UNFPA, UNICEF, 
and WHO, and bilateral donors included the United States, Great Britain, and Den¬ 
mark {Mirembe, Ssengooba, and Lubanga, 1998, p. 22). 


Chapter Five 

OTHER HUMAN RIGHTS CONCERNS 


This chapter reviews two issues in the development of family plan¬ 
ning programs that are related to human rights. The preceding dis¬ 
cussions of the demographic rationale and the broader context of re¬ 
productive health for family planning noted the significance of 
human rights considerations. The controversies, criticisms, and re¬ 
search presented in this chapter deal with other issues related to 
human rights—those based on fears of cultural intrusion stemming 
from the activities of the international population movement and re¬ 
ligious concerns and influences that are an important component of 
culture in many settings, 

CULTURAL INTRUSION 

The issue of cultural intrusion has appeared from time to time in 
different contexts over the past several decades. One of the first pub¬ 
lic expressions of this concern was at the 1974 UN population con¬ 
ference. Many of the government representatives from developing 
countries attending the conference reacted to what was seen as an 
attempt by a few developed countries to impose their definition of 
the international population agenda. In addition, charges of cultural 
intrusion, based on perceptions of Western aid supporting family 
planning programs as a way to contain the numbers of people living 
in developing countries, came from leftists in Latin American coun¬ 
tries in the 1970s and from militant Muslims, Some of the concerns 
also presumed that couples in many developing countries were not 
interested in regulating their fertility (e.g., for cultural reasons such 
as a preference for sons) and that many couples were averse to using 
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contraception. Through the mid-1980s, many African government 
officials were wary of promoting family planning programs because 
they didn’t want to promote “institutions regarded as foreign or as 
incompatible with African culture” (Caldwell, Orubuloye, and Cald¬ 
well, 1992, p. 215). As more agencies—including bilateral donors 
such as USAID, and international organizations such as UNFPA and 
the World Bank—entered the field and provided population assis¬ 
tance, there was concern among those who did not share the grow¬ 
ing consensus about the need to address the population problem. 

Some feminists attacked the approach of the international popula¬ 
tion movement in assisting in the development of population poli¬ 
cies and programs in developing countries. These critics held that 
such policies and programs were externally driven, developed in a 
“top-down, technocratic approach” that relied on “experts” rather 
than on consultation with the groups that would be most affected 
(Dixon-Mueller, 1993, p. 83). They called for an approach that was 
women-centered, that was based on the conditions of women’s lives, 
on quality reproductive health services, and that would involve lis¬ 
tening to what women said about their needs and the constraints on 
meeting those needs. Further, these critics stated that women’s 
rights and health activists needed to be part of the process of devel¬ 
oping and monitoring policies and programs. 

The validity of the concern about cultural intrusion is not simple to 
determine since it does not depend on scientific evidence. Rather, its 
validity rests on the extent to which underlying goals and strategies 
for public policy are held in common by recipient and donor nations 
and on the nature of the process of policy formulation in any given 
country. As more and more developing countries adopted policies 
favoring lower population growth and lower fertility, supported fam¬ 
ily planning programs, and accepted international population assis¬ 
tance, it was safe to assume that there were such common under¬ 
standings. At the same time, critics have charged that donor 
assistance was of sufficient magnitude that it influenced policy¬ 
makers in developing countries to be more interested in addressing 
the population problem than they would have been otherwise 
(Warwick, 1982; Hartman, 1987; Demeny, 1988). Other analysts of the 
role of population policies in developing countries counter this 
criticism by presenting case studies of policy formulation suggesting 
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that the process is complex and that donor influence is overrated by 
critics (Jain, 1998). 

Regardless of the validity of the claim of cultural intrusion, the evo¬ 
lution of family planning programs suggests there has been an in¬ 
creasing awareness of these concerns. There have been three types of 
responses to these concerns by the international population move¬ 
ment that are discussed in this chapter. First, the extensive survey 
programs produced information on the demand for family planning 
(i.e., that many couples wanted to use and would use contraception) 
that verified the desire for regulating fertility in many countries (see 
Chapter Two and Table 2.4). Second, much research has been carried 
out to study the influence of culture and to design culturally sensitive 
family planning and health programs. These efforts show that care 
has been taken to ensure the design of appropriate interventions in a 
number of settings. Evidence from this research, including pilot and 
experimental programs, is presented next. Third, the design and im¬ 
plementation of intervention programs has increasingly emphasized 
the need for local participation, including the participation of 
women. 

CULTURAL SENSITIVITY IN FAMILY PLANNING PROGRAMS 

Interest in cultural factors related to family planning programs re¬ 
flected perceptions of cultural intrusion into the affairs of developing 
countries, criticism of a technocratic approach that gave too little at¬ 
tention to the conditions of women’s lives and listening to women’s 
needs, and religious concerns about contraception. Another aspect 
of the interest in culture was whether family planning programs were 
sensitive to cultural and social influences in their design and imple¬ 
mentation in different settings. Detractors of family planning pro¬ 
grams have criticized those responsible for developing policies and 
programs for either minimizing the importance of culture or seeing it 
as an obstacle to be overcome (Warwick, 1982). Renewed interest in 
the cultural sensitivity of programs surfaced during the 1990s in con¬ 
cert with the concerns about the quality of programs and attention to 
clients’ needs and rights. 

Understanding the role of culture in fertility change has been a long¬ 
standing issue for population scientists. Frank Lorimer, nearly 50 
years ago, saw the importance of studying cultural conditions well in 
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advance of the establishment of family planning programs in 
developing countries (with the exception of the program established 
in India in 1952): “Any public policy directed toward lowering fertil¬ 
ity, to be effective, must not only provide efficient and acceptable 
means of controlling fertility, but must also be concerned with the 
development of 'background conditions’ favorable to such control” 
(Lorimer, 1954, p. 251). John Caldwell’s wealth flows theory again 
brought social and cultural factors to the demographic analysis of 
fertility change (Caldwell, 1982).i The fertility decline experienced in 
many countries has been determined by economic factors, but its 
timing and pace have major social and ideological components. Fur¬ 
ther, organized family planning programs were seen as part of the 
social system contributing to changes in fertility (Caldwell and Cald¬ 
well, 1997). 

Ronald Freedman also wrote of the profound effect that culture, the 
system of beliefs that guide behavior in each society, has on all as¬ 
pects of fertility (Freedman, 1987b). Further, a distinction was made 
between the social and cultural factors that influenced reproductive 
behavior (the desire to control the number of offspring and the 
spacing of births) and other factors that influenced family planning 
programs such as political support (Freedman and Berelson, 1976). 
Understanding the specific elements of the culture and social setting 
that affect reproduction and family planning programs was deemed 
essential for the appropriate design and implementation of such 
programs (Freedman, 1987b).2 


^The wealth flows theory distinguishes two types of societies that are defined by the 
direction of the wealth flows: (1) societies based on family production in which wealth 
flows from younger to older generations, children contribute to familial production, 
and high fertility is beneficial; and (2) societies based on labor market production in 
which wealth flows to the younger generation, children become dependents and an 
economic burden to the family, and lower fertility is desirable. In this theory, West¬ 
ernization plays a major role in the onset of the transition to fertility decline. Western¬ 
ization is partly characterized by European concepts of family relationships {the im¬ 
portance of the nuclear as opposed to the extended family) and mass schooling, which 
is another cause of erosion of traditional family relationships. 

^Social setting has been recognized as having an important effect on the infrastructure 
of family planning programs. It was believed that many countries did not have the 
ability to develop a strong program because the administrative capacity and the politi¬ 
cal will were not sufficient (see Chapter Two, Table 2.3). 
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Chapter Two of this report described the variation in the strength of 
family planning programs in developing countries, and noted that 
this variation reflected the influence of social, cultural, and institu¬ 
tional factors on programs. A microanalysis of socioeconomic and 
cultural constraints to the effective organization and delivery of fam¬ 
ily planning services in rural Bangladesh found that many of the 
factors that resulted in a low demand for family planning services 
(e.g., the status of women and the level of female education) also 
constrained the effective delivery of services (Koenig and Simmons, 
1992). 

Another dimension of culture that bears on program implementation 
is that there are cultural differences in how societies view the role of 
governments. Generally, governments in Western countries are re¬ 
luctant to interfere with parental decisions about family size, cer¬ 
tainly in terms of limiting size (exceptions being pro-natalist policies 
and incentives adopted in France and Romania), but this has not 
necessarily been the case in Eastern countries (such as China, In¬ 
donesia, and Singapore) and more paternalistic societies such as 
Mexico.^ 

In examining reproduction and family planning programs, the issue 
of cultural relevance or sensitivity is complex. This is partly because 
there are many sociocultural influences in a given country or setting. 
These influences include ethnicity, religion, whether people live in 
urban or rural areas, gender, age, and martial status and customs. 
The meaning of cultural sensitivity may depend on whose culture or 
which cultures are being considered. In addition, sociocultural 


^Caldwell sees “social orderliness” as a key characteristic of Asian culture and a factor 
in the dramatic fertility transition in the "Asian arc” of countries from India through 
Southeast Asia to China and South Korea (Caldwell, 1993). Furthermore in the Asian 
arc countries, the “ruling elites have long claimed the right to provide moral leader¬ 
ship and now do so in the reproductive field” (Caldwell and Caldwell, 1997, p. 293). 
McNicoll describes two features of state influence in Asian countries: regularity 
(orderliness of state authority) and duress (the use of political or administrative pres¬ 
sure or even physical coercion) (McNicoll, 1997). He groups states by those having a 
high degree of orderliness (China, Taiwan, South Korea, North Korea, Thailand, and 
Indonesia) and those with a high level of duress (China, Indonesia, and India [during 
the Emergency period of 1975-1977]) (McNicoll, 1997). Both China and Indonesia 
were characterized by both orderliness and duress and experienced dramatic fertility 
change; other Asian countries with a high degree of orderliness also experienced rapid 
fertility decline. 
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influences change over time, especially in societies that are changing 
and developing. Developing countries are increasingly exposed to 
new ideas and messages through modern communication such as 
soap operas. These “permeate cultural barriers to varying degrees 
almost everywhere and can have destabilizing consequences for 
traditional cultures" (Freedman, 1987b, p. 58). 

The status of women and men's role in decisionmaking may be im¬ 
portant factors, along with women's autonomy and empowerment, 
that affect a range of reproductive behaviors including the adoption 
of contraception (Dixon-Mueller, 1998). Gender roles and power re¬ 
lationships between males and females are additional aspects of the 
social and cultural context in which programs are designed and im¬ 
plemented (UNFPA, 2000b). 

In some cases, the cultural factors may involve contradictory influ¬ 
ences as in the case of youth needs and parents’ willingness to deal 
with them. For example, in settings where a sizable percentage of 
unmarried young women are sexually active and at risk of pregnancy 
and STDs (as in Ghana, Tanzania, and Jamaica, where one-quarter or 
more are [Singh et al., 2000]), the needs of these youth for reproduc¬ 
tive health services may not be addressed if their families or com¬ 
munities oppose or do not recognize this behavior. The problem of 
addressing the needs of youth is especially critical in southern 
African countries where there are increasing levels of HIV infection.^ 

Given the various cultural influences, some groups in a given setting 
will be more ready to adopt modern practices; others will be less so 
or resistant. Family planning programs have been based on the pres¬ 
ence of a vanguard of individuals who were poised to adopt modern 
contraception. For example, as early as 1968-69, attitudes about 
family size among women in Colombia revealed that 65 percent of 
women preferred smaller families than they were having (Estrada et 
al., 1972).^It was these women who were poised to limit their family 


'^Various factors—such as sexual coercion, the negative image of condoms, gender 
imbalance in sexual decisionmaking, and peer pressure concerning sexual perfor¬ 
mance—make the challenge of addressing youth needs in these countries all the more 
difficult (Varga, 1999). 

^In 1969, the total fertility rate in Colombia was 6.0 children per woman, while the 
ideal number of children (the “most convenient number of children”) that women re- 
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size and to take advantage of a program of modern contraception. 
Which women have represented those in the vanguard varies across 
countries. In some countries (e.g., Sri Lanka and Taiwan), it was 
older, higher-parity women® who wanted to limit childbearing and 
who were the first to adopt contraception; in another population 
(i.e., the island of Bali in Indonesia), it was younger, lower-parity 
women who were first to adopt contraception (Freedman and Berel- 
son, 1976). 

There are numerous social and cultural reasons that may explain 
why some individuals are more wary of or resistant to adopting con¬ 
traception, and such factors may play a role in people’s ability to seek 
and use family planning services. “In some settings, for example, 
potential clients may be fearful of utilizing nearby services because 
of negative social stigma attached with doing so, may be wary of 
certain procedures (e.g., pelvic examinations), or may be unable to 
seek services because women are not permitted to travel alone to 
obtain contraceptive services or supplies” (Bertrand, Magnani, and 
Knowles, 1994, p. 104). In a number of developing country settings, 
women resort to clandestine use of birth control because they fear 
the opposition of their husbands and other relatives (Castle et al., 
1999). 

Many research studies have been conducted over the years to assess 
cultural barriers to the use of contraception and to understand the 
nature of unmet needs. Several more recent efforts are discussed 
here. Barriers to contraceptive use among indigenous groups in Latin 
America included factors such as distrust of outsiders, particular be¬ 
lief systems that foster fatalism about childbearing, religious opposi¬ 
tion to contraception, and low status of women and the dominant 
role of men in decisionmaking about family planning (Terborgh et 
al., 1995). A study in Nepal looked at the reasons why women’s fertil¬ 
ity preferences and their contraceptive behavior often appear con¬ 
tradictory. In-depth interviews with 98 rural Nepalese women and 
their husbands revealed that what on the surface appears to be 


ported in survey data was 3.4 for urban women and 4.4 for rural women (Estrada et al., 
1972). 

^Parity refers to the number of children previously born alive to a woman; for 
example, women who are referred to as women of parity five are those who have had 
five children up until now. 
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contradictory behavior may actually reflect quite rational decisions 
based on women’s assessment of their risk of becoming pregnant 
and the risks of using different methods of family planning. For 
example, sterilization has been an important part of family planning 
in Nepal (46 percent of users of modern methods have been steril¬ 
ized as of 1996), and some respondents equated use of contraception 
with sterilization and thus decided not to use contraception since 
they were not prepared to terminate their childbearing (Stash, 1999). 

It is important to note that not all social and cultural factors serve to 
inhibit changes in contraceptive use and fertility. The following two 
examples from Thailand and Zimbabwe describe family planning 
programs that benefited from environments that were conducive to 
contraceptive use and fertility change. 

Thailand. The Thai national family planning program is viewed as 
having played an important role in “precipitating and facilitating re¬ 
productive change” (Knodel, Chamratrithirong, and Debavalya, 
1987). In addition to the family planning program’s role, these au¬ 
thors note a number of cultural factors that were conducive to fertil¬ 
ity change. In Thailand, individual couples, not the parents or kin, 
were largely responsible for the choice of a spouse, the timing of 
marriage, and the start of childbearing as well as the number of 
children. Thus the locus of decisionmaking in matters of marriage 
and childbearing was with the couple. The status of women in Thai¬ 
land was also favorable to fertility decline in that literacy was essen¬ 
tially universal, and female labor-force participation rates were high. 
Further, husbands and wives had a relatively equal relationship 
within the family. Increasing education aspirations of parents for 
their children also encouraged smaller family size. Finally, the pre¬ 
dominant religion (Thai Buddhism) was not pro-natalist nor did it 
have prohibitions on the use of birth control.^ The contraceptive 
prevalence rate in Thailand increased from 44 percent in 1980 to 69 
percent in 1996, and fertility declined from 6.3 children per woman 


Buddhist principle separates religious and worldly matters so that contraception is 
outside of the religious sphere in Thailand. Islam is the religion of a small percentage 
of Thais and thus had only a minor influence on national contraceptive and fertility 
rates. In general, Muslims have had higher fertility than Buddhists in Thailand 
(Knodel, Chamratrithirong, and Debavalya, 1987). 
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in 1964-1965 to 4.9 in 1974-1976 (Knodel et al., 1987) and to an 
estimated 1.9 in 2000 (Population Reference Bureau, 2000). 

Zimbabwe. The National Family Planning Program of Zimbabwe has 
played an important role in the increase in contraceptive use, which 
rose from 38 to 54 percent between 1984 and 1999. The adoption of 
modern contraception in Zimbabwe, principally the pill, was pro¬ 
moted for reasons of birth spacing and thus has been considered as a 
“modern” replacement for—and compatible with—strong traditional 
norms that favored birth spacing through long periods of postpartum 
sexual abstinence. Fertility levels have also dropped because of a 
number of factors including Zimbabwe’s relatively high level of de¬ 
velopment, a high level of education for women, and relatively low 
levels of infant and childhood mortality. These factors along widi the 
availability of contraception have contributed to a rapid fertility de¬ 
cline from a TFR of 5.5 children per woman in 1988-1989 to 4.3 in 
1994 and further to 4.0 in 1999—a decline of 1.5 children in 11 years 
(ICirk and Pillet, 1998; ORC Macro, 2001). 

PILOT PROJECTS TO DEVELOP CULTURALLY 
APPROPRIATE DELIVERY SYSTEMS 

The history of family planning programs includes a number of note¬ 
worthy examples of pilot projects that tested different approaches to 
the delivery of family planning services and helped to ensure that 
they were culturally appropriate. These pilot projects sought to un¬ 
derstand the social and cultural setting in order to find the most ap¬ 
propriate way to appeal to couples and to structure programs. 

Taiwan. The classic pilot study in Taiwan in the 1960s “tested the 
waters” by surveying a small group of women about their fertility 
desires and their interest in methods to avoid additional births and 
by offering contraception. Initial concerns were expressed by a 
leading Taiwanese sociologist-demographer about the feasibility of 
gathering information on women’s fertility and by an important 
public health official about the acceptability of establishing a public 
family planning program. These early concerns proved to be un¬ 
founded. The benchmark KAP survey confirmed that women were 
willing to answer questions about their fertility preferences and were 
interested in methods of avoiding additional births. The pilot family 
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planning services project had no adverse political problems and led 
to the large-scale Taichung study, which “tested out many different 
approaches and examined the relevance of different cultural 
assumptions" (Freedman, 1987b, p. 60). For example, the study 
tested the effectiveness of different approaches to couples about 
family planning services and different modes of communication 
about the services. Among the results, it was “found that approach¬ 
ing both wife and husband did not significantly increase the accep¬ 
tance or the continuation use rate, as compared with approaching 
the wife alone" (Freedman, 1987b, p. 60). The Taichung study was 
conducted prior to the establishment of the national family planning 
program. Thus, as the national program developed, it was based on 
an accurate assessment of the cultural conditions and constraints. 

There are several more recent examples of pilot projects that were 
designed based on an understanding of cultural influences. 

Matlab, Bangladesh. Associated with the field research station of the 
International Centre for Diarrhoeal Disease Research, Bangladesh 
(ICDDR,B), the Maternal Child Health and Family Planning (MCH- 
FP) Project in the rural subdistrict of Matlab has come to be known 
for its unusual achievements in increasing use of contraception and 
inducing fertility decline in a traditional, agrarian, and economically 
disadvantaged area in Bangladesh. The MCH-FP Project represents a 
classic example of the importance of an experimental project with 
treatment and control areas that tested different approaches. Since 
1977, the MCH-FP Project in the treatment area has provided more 
accessible and higher-quality family planning services than the stan¬ 
dard government services provided in the comparison (control) area. 
Whereas married women in the comparison area were supposed to 
receive the standard visits every two months from female welfare as¬ 
sistants who provide counseling and supply pills and condoms, in 
the treatment, or MCH-FP, area, community health workers visited 
married women of reproductive age every two weeks to provide 
counseling about family planning services and deliver injectables, 
pills, and condoms at the doorstep. 

An earlier project in the Matlab area was not successful because it 
tested “ill-informed and sociologically inappropriate strategies” in a 
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traditional setting where demand was weak (Phillips et al., 1988, p. 
328).^ However, the MCH-FP Project took a very different approach 
in the design of the experiment, which led to sustained changes in 
contraceptive use and fertility. 

The key to the MCH-FP Project’s success was designing strategies for 
making contraceptives available that took into account an under¬ 
standing of the factors inhibiting women’s use. Among these is the 
system of purdah that limits women’s mobility outside the family 
compound and thus limited access to clinic-based services. Even 
though the previous project has provided distribution of contracep¬ 
tives to households, the role of female workers as change agents was 
new in the MCH-FP Project. They provided not only contraceptives 
but also support to clients through regular household visits. The 
household visits were the basis of the workers’ establishing rapport 
with their women clients: The clients discussed the realities of their 
daily lives, and the workers provided support for using contraception 
by allaying fears about methods of contraception (e.g., their side ef¬ 
fects) (Phillips et al., 1988). The success of the design also involved 
providing ample support to the female village workers who in the 
early years of the program encountered opposition to their activities 
because they challenged the traditional practices limiting women’s 


®The earlier Contraceptive Distribution Project (CDP) tested the effect of making con¬ 
traceptives (principally pills and condoms) available. It was a test of “the supply-side 
hypothesis in its most bare-bones manifestation—a pills-to-all-doorsteps inundation 
of the population...it represented a deliberate attempt to minimize the role of the 
supply side [i.e., the supply-side constraints]: little strategic planning was attempted, 
orientation and training of workers was minimal, and the organization of work rou¬ 
tines, staff management, and work systems development were oriented toward com¬ 
modity distribution, rather than toward client services” (Phillips et al., 1988, p. 323). A 
later analysis provided an alternative interpretation about why the earlier CDP was 
viewed as a failure (Caldwell and Caldwell, 1992). The Caldwells' analysis was based on 
the fact that the CDP had provided a limited number of methods. Their explanation 
for the CDP's failure highlighted the role of user demand for more contraceptive 
methods (especially injectables, subsequently found to be very popular among 
women in this region), and they questioned primary emphasis to supply and man¬ 
agement factors given by Phillips and others. 
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involvement in activities beyond the family and movement outside 
their hamlet (Simmons, Mita, and Koenig, 1992).^ 

Changes in contraceptive prevalence and fertility have been sub¬ 
stantial in the MCH-FP Project area. Before 1978, contraceptive use 
was less than 10 percent and the total fertility rate was more than 6.5 
births per woman. By 1996, prevalence was 68 percent, and fertility 
had declined to fewer than 3.0 births per woman. In addition, the 
incidence of abortion declined in the MCH-FP area in recent years 
and was 31 percent lower than in the comparison area in 1995. Since 
contraceptive prevalence was much higher in the treatment area 
than the comparison area (68 percent compared with 47 percent), 
the differences in the levels of abortion “may be related to the differ¬ 
ences in the intensity and quality of maternal and child health and 
family planning services in the two areas” (Ahmed, Rahman, and van 
Ginneken, 1998, p. 130). A recent analysis showed a lower incidence 
of abortion in the treatment or project area is due to the lower inci¬ 
dence of unintended pregnancy, which is the result of higher levels 
of contraceptive use and lower levels of unmet contraceptive need 
(Rahman, DaVanzo, and Razzaque, 2001). 

While recognizing the positive impact that use of contraception has 
had on women's lives in Bangladesh, one recent critique has noted 
that the “home delivery system has reinforced the patriarchal status 
quo” (where women are isolated, economically dependent, and have 
low status relative to men) (Schuler et al., 1996, p. 76). Schuler et al. 
recommended a gradual shift in the strategy of the family planning 
program that would place more emphasis on clinic facilities to help 
draw women out of their homes and also to allow them to get a 
broader range of information and services than they receive in their 
homes. This strategy assumed that empowerment would increase 
through a clinic-based approach and that by increasing empower- 


^Over time, the community accepted the employment of women as field-workers in 
the MCH-FP Project (Simmons, Mita, and Koenig, 1992). Based on the success of the 
MCH-FP Project in Matlab, a Maternal Child Health and Family Planning Extension 
Project was launched in 1982 that replicated the Matlab service approaches in two dis¬ 
tricts under the auspices of the Bangladesh Ministry of Health and Social Welfare. 
Female outreach workers were a component of the Extension Project, and an analysis 
of the 1984-1993 period showed that the intensive outreach helped to introduce con¬ 
traceptive services and also to sustain contraceptive use over time (Phillips, Hossain, 
and Arneds-Kuenning, 1996). 
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ment, use of contraception would also increase. The national pro¬ 
gram has moved in the last few years to be more clinic-based and 
woman-centered, with an emphasis on reproductive and child health 
(Crane, 2000). 

Phillips and Hossain (1998, p. 21) have urged caution, however, with 
the policy recommendation to emphasize clinic facilities given that 
“no experimental study has demonstrated gender benefits over the 
current program” of household visits. In contrast, their analysis 
showed that women's status was enhanced by the household out¬ 
reach services. 

A recent study of the change to clinic-based delivery of services 
showed that contraceptive levels were being maintained and even 
increasing (Routh et al., 2001). The authors pointed out that women 
left their homes to obtain contraceptives at clinics, contrary to the 
norms of purdah, suggesting that women were no longer dependent 
on home-based delivery of contraceptives. 

Three pilot projects in Ghana, Peru, and Guatemala, discussed be¬ 
low, have also addressed the need to create a supportive environ¬ 
ment and have done so through deliberate, but very different, 
strategies of community participation. “Participatory” approaches 
have been accorded increasing attention in recent years in family 
planning and reproductive health programs.What defines this 
approach is the participation of local communities, intended recipi¬ 
ents of services, and key stakeholders (policymakers, key ad¬ 
ministrators, religious leaders, and so forth) in project design and 
implementation. 

Navrongo, Ghana. The Navrongo Community Health and Family 
Planning (CHFP) Project, begun in 1994, is being implemented in a 
rural district in Northern Ghana where the social, cultural, and eco¬ 
nomic institutions favor childbearing early in marriage and high fer¬ 
tility. The pilot project works within the Ministry of Health, which is 
seeking guidance from the field research about how to improve 
health service delivery and how to involve the community in this 


^^The WHO strategy for contraceptive introduction, which was discussed in Chapter 
Four (pp. 96-97), is another example of the incorporation of participatory approaches 
that address cultural sensitivity (Spicehandler and Simmons, 1994). 
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effort. The CHFP Project attempts to develop and test culturally ap¬ 
propriate systems of family planning service delivery and generate 
demand for and improve the provision of health services in a tradi¬ 
tional community (Nazzar et al., 1995; Binka, Nazzar, and Phillips, 
1995). The project has an experimental design with five distinct geo¬ 
graphical areas that enable testing and comparing different combi¬ 
nations of services (community-based primary care and family¬ 
planning services, typical Ministry of Health services with upgraded 
clinical facilities and staff training, and one district that serves as a 
control) (DaVanzo, Lule, and Satia, 1997). 

Among the initial steps taken before designing the pilot project were 
in-depth interviews and focus groups with community members: 
women under age 30, older women, young men, heads of com¬ 
pounds and their wives, and opinion leaders. These interviews were 
used partly to explore “if the highly developed traditional structure of 
a rural African community could be an organizational resource for 
establishing effective community health services” (Nazzar et al., 
1995, p. 308). The initial research showed that the community 
wanted health services, and thus family planning services were deliv¬ 
ered under this umbrella. Subsequently, village chiefs became part of 
the pilot project study team—“advising the project on strategy, or¬ 
ganizing community action, and participating in program delibera¬ 
tions. They, in turn, convene meetings with project staff, divisional 
chiefs, and lineage heads on matters requiring the attention of the 
community” (Nazzar et al., 1995, p. 313). These meetings (called dur¬ 
bars) have been helpful in legitimizing project activities and engag¬ 
ing the community in the project's implementation. 

The CHFP had two phases of implementation. The micro pilot, or 
Phase I, conducted in 1996 in three villages with an intensive out¬ 
reach through community health officers, found that contraceptive 
prevalence increased from a minimal level to 10 percent. Those 
adopting contraception appeared to be substituting modern meth¬ 
ods for traditional means of fertility regulation such as postpartum 
abstinence and prolonged breastfeeding. The project’s attention to 
village participation in the community-based services also appeared 
to increase interest and support for the services (Phillips et al., 1997). 
Preliminary data from the scaled-up Phase II intervention also 
showed an increase in the use of contraception to 10 percent and 
almost universal immunization of children in villages where the 
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community workers were active. Furthermore, the process of partic¬ 
ipatory planning and implementation successfully generated com¬ 
munity support for the project (DaVanzo, Lule, and Satia, 1997). 

One critique of the CHFP Project’s approach to community partici¬ 
pation is that it accommodates the traditional patriarchal structure 
in which men monopolize the social institutions (Schuler, 1999). By 
working within the existing community structure, the project man¬ 
ages (rather than alters) gender constraints to reproductive health. 
However, recent evidence from Navrongo shows that women are in¬ 
creasingly involved in the community participation by attending the 
durbars and serving as members of the political action committees 
that help advise the project (Schuler, 1999). 

As is appropriate for a project working within the public health care 
system, the primary goal of the CHFP Project has been to provide 
health services that include family planning. Although changing 
gender relations and increasing women’s empowerment were not 
key project objectives, such changes have occurred. Recent evidence 
from the Navrongo project shows that the use of contraception has 
generated tensions in gender relations in some families (with hus¬ 
bands as well as the extended family) because women have greater 
autonomy over their reproduction (Bawah et al., 1999). Thus the 
project has served to alter gender relations, and in some cases the 
project's staff has provided additional support to women to protect 
them from men’s anger about their contraceptive use (Bawah et al., 
1999). While the project staff was not surprised by men’s reactions, 
given the deeply held expectations about women’s reproductive be¬ 
havior, the staff felt a responsibility to help women and reach out to 
men to address gender tensions. 

The approach to community participation in the Navrongo project 
appears justified based on a study of why some women adopted con¬ 
traception. In this setting, the individual preferences of women and 
men to limit or space childbearing were not important given the 
strong traditions of marriage and family building. Since individual 
autonomy is clearly subordinate to the collective will of the family 
and community, the project’s approach of community participation 
has helped to foster social legitimacy for family planning (Phillips et 
al., 1997). The project’s approach raises an interesting research and 
ethical issue for social policy. Should intervention programs respect 
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and work within an existing social structure, or should they try to 
change it? 

ReproSalud, Peru. The ReproSalud project, begun in 1996, is im¬ 
plemented by an NGO of Peruvian feminists, Movimiento Manuela 
Ramos. The project works with community-based women’s groups 
in economically disadvantaged rural and peri-urban areas in Peru. 
Its approach to community participation contrasts with the 
Navrongo project because it was designed explicitly to address wom¬ 
en’s empowerment and rights, through community-based programs. 
As in Navrongo, reproductive health services were underutilized in 
the selected project areas. The project’s design assumes that there 
are underlying constraints to the use of reproductive health services 
that include gender inequalities and lack of empowerment for 
women. It assumes that a community-based approach will improve 
the quality of services because women will demand better services 
(as a result of the project's interventions) and that it will enhance the 
use of contraceptive and other reproductive health services (Crane, 
2000 ). 

Through the project, support is given to community-based groups in 
three areas: reproductive health, income generation, and advocacy. 
The process of developing and carrying out subprojects is intended 
to be an empowering experience for the women involved. Local 
groups do their own “needs identification” and then select a repro¬ 
ductive health problem to address. They then develop a subproject. 
In the project’s first two years, all subprojects were educational, 
consisting of training promoters on reproductive health topics, who 
in turn train others in the community and women’s organizations in 
nearby communities. At the request of some women’s groups, men 
have also been included in some of the training, which includes 
reproductive health and women’s rights, so men have become more 
aware of gender issues. In sum, the project enables women at the 
grassroots or community level to decide what their needs and issues 
are, how to address them, and whether men should be involved in 
the reproductive health project (Schuler, 1999). 

A 1999 qualitative field assessment of the project’s work in 13 com¬ 
munities showed very promising results in terms of (1) women’s im¬ 
proved knowledge of reproductive and contraceptive methods, and 
also (2) changing social norms in communities with low contracep- 
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live prevalence in that it was increasingly appropriate to discuss 
these subjects. Furthermore, the project’s emphasis on women’s 
rights and new gender roles within communities helped to improve 
spousal communication about family planning. There was also evi¬ 
dence of increased intention to use contraception and evidence of 
increased use. Finally, the project’s emphasis on clients’ rights has 
improved client-provider interaction. Ministry of Health providers 
reported that the “women’s increased abilities as clients” had made 
their jobs easier and more fulfilling (USAID/Peru, 1999). 

Quiche Birth Spacing Project, Guatemala. This pilot project repre¬ 
sents an interesting example of one designed to reach indigenous 
groups, an important hard-to-reach population, and one that was 
based on an assessment of clients’ attitudes and needs. The Mayan 
populations in Guatemala are ethnic groups whose use of health 
services and especially family planning is low because of the lan¬ 
guage barrier, since most health centers are staffed only by Spanish¬ 
speaking personnel (Terborgh et al., 1995). In an effort to increase 
access to services for these Mayan groups, the Asociacion Pro- 
Bienestar de la Familia (APROFAM), a private family planning asso¬ 
ciation, designed a comprehensive intervention. 

The project supported several intervention strategies that were 
identified following focus groups with Mayan men and women. 
Through the focus group discussions, project staff gained a better 
understanding of the cultural values placed on fertility, attitudes to¬ 
ward birth spacing and contraceptive use, as well as impressions of 
APROFAM. Among the key strategies for implementing the pilot 
project were the participation of bilingual volunteer promoters who 
resided in the local communities where they were working and also 
the doubling of the number of promoters. Other intervention strat¬ 
egies included improved quality of services through training, super¬ 
visory visits, and continuous supply of contraceptives; increasing 
awareness of the benefits of birth spacing through information, 
education, and communication (lEC) activities (including radio 
broadcasts and a video in the Maya-Quiche language); and im¬ 
proving the image of APROFAM in the community by working with 
other established development agencies. These project strategies 
represented an important influx of resources, and they had a signifi¬ 
cant effect on the laiowledge and behavior of these Mayan women of 
reproductive age. Their awareness of at least one modern method of 
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contraception increased dramatically from 42 to 95 percent, and use 
of modern contraception rose from 4 to 14 percent. Even though 
contraceptive use rose, it was still relatively low compared with other 
Latin American populations, suggesting that contraceptive demand 
is not strong among the Guatemalan Mayans. While this experimen¬ 
tal project demonstrated increases in knowledge and use of contra¬ 
ception, the level of resources and the multiple intervention strate¬ 
gies required to achieve these changes will make it very difficult to 
meet the needs of this hard-to-reach population on a larger scale and 
an ongoing basis (Bertrand et al., 1999). 

OTHER EXAMPLES OF ACTIVITIES THAT HAVE 
ENHANCED THE CULTURAL APPROPRIATENESS 
OF FAMILY PLANNING PROGRAMS 

There are numerous other examples of specific activities that are 
considered to have enhanced the cultural appropriateness of family 
planning programs. Of course, specific activities that are well de¬ 
signed and include a strong participatory approach do not necessar¬ 
ily make an entire program one that is culturally sensitive. 

lEC activities have been found to be an important component of ef¬ 
fective programs (Robey, Piotrow, and Salter, 1994). These activities 
are typically based on audience research to ensure that the messages 
and the media used to reach audiences are appropriate. In Mexico, a 
special study was conducted among young adults and their parents 
in six indigenous ethnic groups to determine needs for lEC in repro¬ 
ductive health. These results were then used by the rural social se¬ 
curity program (IMSS-Solidaridad) in developing both strategies and 
messages on reproductive health that would be appropriate for 
youth given the local preferences and customs (Cabral et al., 1998). 

During the last several years in India, several states including Gu¬ 
jarat, Rajasthan, and Uttar Pradesh have used a more participatory 
strategy in their population planning activities aimed at implement¬ 
ing a target-free approach in state family planning programs. For ex¬ 
ample, the initiation of District Action Plans in six districts of Uttar 
Pradesh has involved the participation of public- and private-sector 
groups including local NGOs, cooperative societies, religious leaders, 
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and village heads (pradhans), one-third of whom are female in these 
districts (Raghunath, 1999; Narayana et al., 1999). 

Special efforts have been undertaken in a number of countries to 
reach adolescents, both females and males, who are considered un¬ 
derserved groups. Traditionally, most family planning programs have 
been directed toward the needs of married women. However, there is 
a substantial number of adolescents who are having sex before mar¬ 
riage, whose risk of unintended pregnancy and STDs is thus high, 
and yet whose access to services is limited. There are an increasing 
number of adolescent reproductive health projects throughout the 
world, and many of these have a participatory approach as an ex¬ 
plicit part of their design and implementation (Senderowitz, 1999). 

Some of these are school-based programs that focus on increasing 
knowledge of adolescent sexuality and prevention of pregnancy and 
STDs; some also deal with gender roles (including programs of the 
Ministries of Education in Colombia and Kenya). Many family plan¬ 
ning affiliates of IPPF have special programs for adolescents that 
provide both education and services. In Colombia, for example, 
Profamilia has adolescent centers in a number of cities that provide 
information and services on reproductive heeilth (prevention of STDs 
as well as pregnancy) to youth—both boys and girls—ages 13-19 
(Senderowitz, 1999). A four-country program in Africa (Botswana, 
Cameroon, Guinea, and South Africa) tested the impact of youth- 
oriented social marketing to raise awareness of sexual and 
reproductive health problems and to encourage young people to take 
preventive action (Ashford, 2000). 

A concern that has been raised about providing adolescents with in¬ 
formation and services related to family planning and reproductive 
health is that these efforts will lead to increased sexual activity and 
cause promiscuity. Contrary to these fears, the evidence shows that 
such programs do not increase sexual activity among young adults 
(McCauley and Salter, 1995). 

Whether sufficient attention has been given to sociocultural factors 
in carrying out family planning programs is an open question. There 
are examples of “less successful” family planning programs 
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(Pakistan, Bangladesh in the 1970s, and India^^) which “too early 
became standardized, rather inflexible programs applied uniformly 
on a national basis, often regardless of local readiness, local condi¬ 
tions, availability of qualified personnel, or the need to learn and to 
adjust to local and distinctive national conditions” (Freedman, 
1987b, p. 63), Lessons learned from the conduct of pilot projects in 
Bangladesh helped turn that country’s family planning program into 
a successful effort. More recently, changes in India’s Family Welfare 
Program, such as a more participatory approach to program plan¬ 
ning, hold the promise of more culturally sensitive implementation 
strategies. 

There are numerous family planning pilot projects and programs, 
several of which have been reviewed here, that have given consider¬ 
able attention to social and cultural influences and to variations in 
different settings. Some of these examples have illustrated the com¬ 
plexity of dealing with cultural factors in the course of promoting 
new ideas and behaviors. Despite efforts to be culturally sensitive, 
pilot programs that have encouraged change in the status quo have, 
at the same time, caused tensions that were simply unavoidable. Ex¬ 
perience, such as that from Bangladesh, has shown that, over time, 
the tensions have diminished as innovative behaviors were accepted, 
adopted more broadly, and became the norm. 

RELIGIOUS CONCERNS AND INFLUENCES 

Religion is an important part of culture in many societies, and reli¬ 
gious traditions have played a role in the articulation of population 
policies and in the development of family planning programs. Reli¬ 
gious doctrine and beliefs have influenced individual attitudes and 
behavior on family size and use of contraception and thus to some 
extent have affected individuals’ and couples’ reproductive rights. 
The Catholic and Muslim religious traditions are highlighted in this 
discussion. 


should be noted that some states in India, such as Tamil Nadu and Karnataka, 
have been considered to have more effective programs that those in other states 
(Koenig and Khan, 1999). 



Other Human Rights Concerns 129 


While Roman Catholic perspectives on population policy and con¬ 
traception have played a role in Catholic teaching historically, it was 
not until the 20th century that they became more prominent. The 
views of the Catholic Church on population policy were aired at the 
UN’s World Population Conference in 1974 and at subsequent UN 
population conferences in 1984 and 1994.^2 Though the concern 
about the relationship between population and resources was ac¬ 
knowledged, the church's position was that it was “morally wrong 
and practically ineffective to isolate population as a single factor” of 
social and economic change (Reich, 1995). The church clearly fa¬ 
vored the view that development was essential to improve the well¬ 
being of the masses and for reasons of social justice. But, the Catholic 
Church, being pro-natalist, was opposed to government and inter¬ 
national donor interference in such a personal dimension of family 
life as would be represented by family planning. Contraception has 
been seen as immoral since it would likely to lead to undesirable 
consequences including marital infidelity and the debasing of 
women (Burch and Shea, 1971). The church’s opposition to artificial 
methods of contraception was well established in its teachings. Con¬ 
traception had been condemned in 1930 in the encyclical Casti 
Connubii of Pope Pius XI (Noonan, 1986). The opposition to contra¬ 
ception (except for periodic abstinence), contraceptive sterilization, 
and abortion for whatever reason was reaffirmed in Pope John Paul’s 
Humanae Vitae of 1968 (Burch, 1995). 

The influence of the Catholic Church’s position on contraception 
made it more difficult for some countries in Latin America during the 
1970s to adopt population policies and develop national family 
planning programs. While it may be assumed that official Catholic 
doctrine on contraception has had some influence on individual 
practices, how much influence is not clear. However, it seems to 
have had little impact in Catholic countries with very low birth rates 


^^The Holy See, as the political entity of the Catholic Church, holds the status of a 
nonmember state permanent observer at the United Nations. This status allows the 
Holy See to participate as a governmental representative at UN meetings. Some popu¬ 
lation assistance advocates are lobbying the United Nations to change the status of the 
Holy See to that of an NGO, which would prevent its participation in intergovernmen¬ 
tal conferences in the future. At the ICPD in 1994, “the Vatican was joined by several 
conservative Islamic countries such as Saudi Arabia, Iran, and Sudan to register op¬ 
position to increasing access to contraception for women” (Amin, Diamond, and 
Steele, 1997, p. 287). 
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such as Italy or Spain, which at 1.2 children per woman, now have 
the lowest fertility rates in the world. 

The teachings and beliefs of other religious traditions on issues of 
population, family size, and contraception are complex and diverse. 
Classical Islam, Hinduism, and Confucianism are fairly permissive 
about the use of birth control, but have religious traditions that favor 
large families. There is considerable variation among Muslim coun¬ 
tries in their positions on population and family planning because of 
the interaction between religious teaching, local cultural traditions, 
and national policies. For example, governments in both Indonesia 
and Egypt have active family planning programs supported by senior 
Islamic officials, while the government of Saudi Arabia limits access. 
Scholars of Islamic law have generally helped to legitimize popula¬ 
tion policies in most Muslim countries and have provided an Islamic 
rationale for most modern methods of contraception. Fatwas (formal 
legal opinions) have endorsed contraception, although most Islamic 
jurists forbid one method, sterilization, when used only for purposes 
of contraception. In Egypt and Indonesia, fatwas endorsing contra¬ 
ception have been used to support government birth-control policies 
and programs (Esposito, 1995, p. 1979).^^ “In Bangladesh, the family 
planning programme follows a strategy of co-opting religious leaders 
through motivation and education. This strategy appears to have 
been successful in defusing initial opposition to family planning” 
(Amin, Diamond, and Steele, 1997, p. 269). 


the United States, fertility differences between Catholic and non-Catholics 
narrowed beginning in the mid-1950s, so that by 1982 the differences were very small 
(Goldscheider and Mosher, 1988). Subsequent research, which examined births from 
1977-1987, showed that the total fertility rate for non-Hispanic white Catholic women 
was 1.64 children per woman compared with 1.91 for non-Hispanic white Protestant 
women. Generally, Hispanic women have higher fertility than non-Hispanic women 
(1.55 children ever born compared with 1.2), but there is essentially no difference 
between Catholic and Protestant Hispanic women. Differences among Protestant 
dominations showed that fundamentalist Protestants have 1.56 children ever born 
compared with 1.19 for other Protestants, but when controls for age, education, 
income, and marital duration are included in the analysis, the difference drops to 0.14 
and is not statistically significant (Mosher, Williams, and Johnson, 1992). 

^^In Indonesia, it has been noted that “the national family planning programme’s 
concessions to Islam (such as refusing to adopt sterilization as a national programme 
method...) is not matched by concessions to other religious traditions which lack po¬ 
litical power” (Hull and Hull, 1997, pp. 402-403). 
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There are differences in Islam between official religious decrees and 
the more conservative responses of local religious leaders and popu¬ 
lar beliefs. Since there is no organized hierarchy and no scholarly 
consensus, local religious leaders and their followers hold a variety of 
opinions. Some local religious leaders have condemned contracep¬ 
tion, and Islam has served to reinforce traditional, pro-natalist beliefs 
and practices in areas where social conditions make large families 
desirable. Popular religious beliefs among Muslims may also affect 
reproductive behavior. For example, beliefs about “kismet,” or fate, 
and the idea that “Allah appoints each couple the children they are to 
have” have led to reluctance among some Muslim couples to use 
family planning (Green, 1995, p. 1975). At times and in some Muslim 
countries, the “criticisms of local religious leaders combine with 
voices of militant Muslims who attack the government-sponsored 
family-planning program and Western aid as a conspiracy to limit 
the size of the Muslim community in order to contain and dominate 
it more effectively” (Esposito, 1995, p. 1981). 

The impact of religious concerns and influences on family planning 
programs in developing countries over the past 35 years is varied. 
Papal pronouncements on contraception undoubtedly had an effect 
on population policies and programs in many Catholic countries and 
on individual behavior as well. In general, however, family planning 
programs—including national government programs—^were estab¬ 
lished despite church teachings on contraception and, over time, 
have provided services to growing numbers in the Catholic countries 
of Latin America and in the Philippines, the only Catholic country in 
Asia (Keely, 1994). Among Islamic countries, there is considerable 
variation in the “extent to which religious leaders cooperate with 
government-sponsored fertility-control programs” (Esposito, 1995, 
p. 1981). Moderate-to-strong family planning programs exist in 
Bangladesh, Egypt, Iran, Indonesia, Morocco, Tunisia, and Turkey. 

In other Islamic countries, including Afghanistan, Saudi Arabia, So- 
media, Sudan, and Yemen, contraceptive prevalence is low. It is pos¬ 
sible that more-conservative Islamic leaders have had a greater influ¬ 
ence on family planning programs and reproductive behavior in 
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these countries, but other social, cultural, economic, and political 
factors may also have played a role.^^ 

Assessing the validity of religious concerns is generally outside the 
boundaries of what science can address. However, the implications 
of religious doctrine and beliefs for population policies and family 
planning programs can be understood through scientific study. Re¬ 
search in a number of countries has also shown that religious 
doctrine has changed when religious leaders have been involved in 
the discussion of population policies and programs because it has 
engendered greater understanding and support. 


analyzing reproductive choice in Islam, Obermeyer shows the strong influence of 
changing political strategies on women’s options in two Islamic countries, Tunisia and 
Iran. She concludes that Islamic doctrine was an instrument of state policy because it 
was used by the ruling political powers and was influenced by changes in economic, 
political, and social spheres to legitimate conflicting positions on gender and 
reproductive choice (Obermeyer, 1994, p. 49). 



Chapter Six 

CONCLUSIONS, LESSONS LEARNED, AND 
POLICY IMPLICATIONS 


Thirty-five years after the beginning of the international movement 
for family planning in developing countries, the majority of develop¬ 
ing countries have policies to lower population growth and reduce 
fertility. The vast majority of developing countries support access to 
family planning services through organized programs that provide 
contraception to women and men. This support, coupled with that 
from international donor and funding organizations, has been sub¬ 
stantial and has contributed to the increased availability of family 
planning services. Over half of the world’s couples in developing 
countries uses contraception, and in many countries the level of con¬ 
traceptive prevalence is over 70 percent. The majority of couples 
from Catholic, Islamic, and Buddhist countries uses contraception. 
Family planning has become a norm in many societies and cultures 
and for many families. However, in most countries of sub-Saharan 
Africa, the level of contraceptive prevalence is low. In only two 
countries, Mauritius and South Africa, is contraceptive prevalence 
over 50 percent, and in only five additional countries—Botswana, 
Kenya, Namibia, Zambia, and Zimbabwe—is prevalence over 25 
percent. 

While the majority of the world’s couples uses contraception, not all 
needs for contraception have been met by family planning programs. 
It is estimated that about 17 percent of women of reproductive age in 
developing countries have an unmet need for contraception; that is, 
they desire to limit or space future births, but they are not practicing 
contraception. Satisfying these unmet needs would help reduce fer¬ 
tility, an outstanding national goal in many developing countries, 
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and it would help couples achieve their individual reproductive 
goals. 

International support to family planning programs has been predi¬ 
cated on three goals—demographic, health, and human rights— 
since the earliest days of population assistance. The relative impor¬ 
tance of these goals has varied over the past 35 years. Since the 1994 
UN ICPD, family planning has generally been accepted within the 
broader context of reproductive health, and greater importance has 
been given to reproductive health as a human right. Developing 
countries now face considerable challenges as they address the ICPD 
goal of universal access to reproductive health by 2015. 

The evolution of family planning programs, of which the broader 
context of reproductive health is only the most recent development, 
shows the dynamic history of one of the more significant social and 
health interventions in the second half of the 20th century. Family 
planning programs have been subject to a number of controversies 
and criticisms. The responses to the criticisms and controversies, in¬ 
cluding research, have helped programs become more effective and 
more responsive. 

ARE THE CRITICISMS OF FAMILY 
PLANNING PROGRAMS VALID? 

The criticisms of family planning programs relate to all three objec¬ 
tives or rationales for programs: demographic, health, and human 
rights. Were these criticisms valid? Several were, and several were 
not. Whether the criticisms were valid or not, considerable research 
was generated to address them. The question of scientific validity is 
not relevant for the few criticisms that were based on differing ideo¬ 
logical perspectives. The following summarizes the criticisms and 
their validity. 

Demographic Objectives 

Population Growth and Economic Development. The relationship 
between population growth and economic development has been a 
controversial subject for decades in part because of differing political 
and ideological views and in part because the scientific evidence was 
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inconclusive. But newer studies carried out in the 1990s have found 
that slower population growth and lower fertility can matter a great 
deal for economic growth in developing countries. At the same time, 
appropriate economic policies are crucial for realizing the 
“demographic bonus” that comes because of changes in a 
population’s age structure that result when fertility rates fall. This 
research evidence supports assumptions made in the mid-1950s 
about links between population growth and development. 

Effectiveness of Family Planning Programs. Part of the debate 
about the role of family planning programs as an effective public 
policy rested on whether programs could deliver on the promise of 
increasing contraceptive use and reducing fertility. Research span¬ 
ning several decades has shown that family planning programs have 
been an effective public policy for facilitating widespread use of con¬ 
traception and lowering fertility. The extent of change is partly due to 
the level of social and economic development, but there has also 
been a clear, independent effect of programs. Evidence from pilot 
and experimental programs has also shown that stronger programs 
have led to increased contraceptive use and lower fertility. Family 
planning programs have been much more effective than many skep¬ 
tics had presumed possible. At the same time, the variation in the 
strength of programs and in the level of social and economic devel¬ 
opment suggests that a continuing, concerted effort to improve and 
expand services is still required in many countries, especially in sub- 
Saharan Africa. 

Demographic Goals and Human Rights. Criticism of the demo¬ 
graphic rationale for population policies and programs (i.e., the need 
to reduce fertility and population growth to improve social and eco¬ 
nomic well-being) and the emphasis on numbers and targets to 
which it led came largely from women's rights and health advocates. 
These critics charged that some family planning programs were im¬ 
plemented in such a way that women were impeded in exercising 
their rights to reproductive autonomy in decisions about childbear¬ 
ing and contraception. The critique was valid based on the policies 
and programs carried out in a limited number of countries. The 
critique also raised a number of complex issues in terms of basic 
principles underlying family planning programs (voluntarism and 
individual welfare and rights) and national sovereignty as well as dif¬ 
ferent interests (individual versus societal) in family planning 
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programs. The criticisms have resulted in policy and program 
changes in many countries and have heightened attention of the in¬ 
ternational donor and funding organizations to these issues. 

Population Growth or Implosion? Because of low fertility rates in a 
number of more-developed countries, some recent commentators 
on public policy have sounded an alarm about a coming population 
implosion. In so doing, they have questioned whether population 
growth is a continuing policy concern. Current estimates and pro¬ 
jections show that there are two compelling demographic challenges 
for the future. The first is the continuing growth of populations 
throughout much of the developing world. The second is the slow 
decline in population size and a resulting aging of these populations 
in a number of developed countries. There will be a continuing need 
for high-quality family planning services in the former. 

Health Objectives 

Contraceptive Technology. Other parts of the debate over family 
planning concerned the possible negative effects of contraception on 
women’s health and the focus of new contraceptive development 
efforts. While the number of methods available in programs has been 
shown to affect contraceptive prevalence, research and program ex¬ 
perience has indicated that not all programs have provided a wide 
range of contraceptives to ensure method choice. In addition, not all 
methods are suitable for all users, sometimes because of health con¬ 
siderations. Thus, this concern on the part of women’s health advo¬ 
cates and feminists was valid, and it is also one aspect of quality of 
care (see below). 

Despite the availability of a range of simpler, safer contraceptive 
methods, issues about the development of new contraceptives high¬ 
lighted a difference between scientists’ interests in the safety and ef¬ 
ficacy of new methods and concerns of women’s health advocates 
about the need for more attention to the context in which methods 
would be used (i.e., the conditions of women’s lives including gender 
relations). Both groups have valid points of view that are being taken 
into account in contraceptive development and research. 
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Health Benefits of Family Planning. Research has confirmed the 
beneficial effects of family planning on maternal and child health. 
Women’s use of safe and effective contraception helps reduce ma¬ 
ternal mortality by reducing the number of births and high-risk 
pregnancies and helps lower infant and child mortality by reducing 
the number of high-risk births. 

Abortion. The legal status of abortion has been a source of contro¬ 
versy among proponents and opponents of abortion. This contro¬ 
versy, based on differing ideological perspectives, has spilled over 
onto family planning programs in many countries. A growing body of 
research from different countries is showing that more available and 
better family planning services reduces abortion. One positive con¬ 
sequence of the controversy over abortion is the increased attention 
on the part of donors and developing countries to promoting 
postabortion care services. Expanded access to postabortion ser¬ 
vices, including counseling about contraception, should help to re¬ 
duce future abortions. 

Quality of Care. The criticism that family planning programs had 
not given sufficient attention to quality of care is based on survey 
evidence of levels of unmet need and of users discontinuing use of 
contraceptive methods even if they continued to have a need. Other 
evidence from numerous research studies has confirmed that the 
lack of attention to quality was a valid concern. Concerted efforts 
have been made in the past decade to define the dimensions of qual¬ 
ity of care, develop indicators of quality, and conduct research to 
assess levels of quality and the impact of interventions to improve 
quality. The research has shown that quality is important for pro¬ 
grams and for individual users of contraception. 

Reproductive Health Context. Women’s health advocates and fem¬ 
inists have criticized the emphasis on family planning in population 
policy and programs in many developing countries and by interna¬ 
tional donor organizations. Many of their concerns, in general, were 
valid since most family planning programs had a singular focus on 
the delivery of contraception. In fact, it was probably the intensity of 
this focus that produced the political will and resources required to 
establish and expand services in many countries. These critics 
formed the vanguard of those seeking to shift population policy and 
programs from demographic objectives to human rights. The 
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broader context of reproductive health and its link to human rights 
has been widely endorsed by nations around the world and interna¬ 
tional donors, and this endorsement in effect acknowledged the need 
for a broader policy framework. 

Other Human Rights Objectives 

Cultural Intrusion and Cultural Sensitivity. Another controversy 
that has been aired about family planning programs was whether 
these programs represented a form of cultural intrusion in the affairs 
of developing countries on the part of developed countries. Clearly, 
there were “outside” influences in the process of policy formulation 
in the form of donor and funding assistance, but local constituencies 
in the developing countries themselves probably were a more impor¬ 
tant factor in the development of population policies and programs. 
Research has contributed to an understanding that family planning 
was a needed public health service and that programs could be im¬ 
plemented in a culturally sensitive manner. For example, survey re¬ 
search in scores of countries has shown that women and couples 
have favorable attitudes about family planning, and there is a de¬ 
mand for such services. Furthermore, pilot and experimental projects 
in a number of countries enabled testing of different approaches to 
determine if they would be appropriate for a given setting, and 
appropriate approaches have been developed in very different 
countries around the world. 

Religious Concerns. Religious concerns were, and still are, an im¬ 
portant consideration for family planning programs in some coun¬ 
tries. These concerns, which are based on religious doctrine and 
faith, are outside the boundaries of what scientific research can ad¬ 
dress; thus the question of their validity is not useful. Studies have 
been done of the impact of religion on individual attitudes and be¬ 
havior and of the role of religious influences in policy formulation. 
These have shown great variation in the role of religion on family 
planning programs in developing countries. In addition, experience 
in a number of countries has pointed out that involving religious 
leaders in the development of policies and programs has led to 
greater understanding and support for programs. 


Conclusions, Lessons Learned, and Policy Implications 139 


LESSONS LEARNED 

What lessons are there from this review of controversies and criti¬ 
cisms that can guide future public policies and health programs? A 
key, but obvious, lesson is the role of research. Family planning pro¬ 
grams in developing countries have benefited greatly from a variety 
of research endeavors including national surveys, pilot and experi¬ 
mental studies, case studies, operations research, and anthropologi¬ 
cal research. International donors, such as USAID, have funded 
much of this research. 

National survey data have demonstrated that women and couples 
want to control their fertility and an increasing number have done 
so. Survey data have also shown that there is an outstanding (or 
unmet) need for contraception among an important segment of the 
populations. Survey data in combination with anthropological and 
in-depth studies helped to identify reasons why some women dis¬ 
continued using contraception and also why there were unmet 
needs. For example, this research has produced greater understand¬ 
ing that while most women desire some measure of control over 
their fertility, they are not always able to do so. The extent to which 
women are able to turn their intentions into actions— to make re¬ 
productive decisions—varies according to the context of their lives. 

Other research studies have helped to specify the primary compo¬ 
nents of service delivery programs and to identify strengths and 
weakness in these programs, including the need for increased quality 
of care. Additional research has examined whether improvements in 
aspects of quality of care made a difference to clients. Research 
studies have also confirmed that hawng a range of contraceptive 
methods leads to increased overall contraceptive prevalence and 
greater user satisfaction. Similarly, studies have shown that a range 
of service delivery strategies, including community-based or house¬ 
hold distribution, is important for increased use, particularly in set¬ 
tings where the regular public health delivery system may be weak 
and where there are important social and cultural obstacles to the 
use of contraception. 

Pilot and experimental studies have helped to identify the critical 
role of community participation in developing culturally sensitive 
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family planning and reproductive health programs. Such participa¬ 
tion helps to foster understanding and support from the community. 
Pilot and experimental projects are especially useful for testing dif¬ 
ferent approaches to service delivery and for determining whether 
underlying assumptions (e.g., about how social and cultural factors 
may affect the acceptance of services) are valid. 

POLICY IMPLICATIONS 

Despite the enormous progress in meeting the demand for family 
planning services in the past 35 years, significant challenges remain 
in satisfying unmet needs. The size of the next generation of adoles¬ 
cents is estimated at about one billion, making it the largest genera¬ 
tion in history. These youth will be entering their years of sexual ac¬ 
tivity and childbearing. They will be among the growing numbers of 
women and couples seeking services and with unmet needs. Satisfy¬ 
ing their needs will add considerably to the challenges of service 
delivery in the future. 

The new broader context of reproductive health also has major im¬ 
plications for the organization and financing of services. Research on 
different combinations of interventions (including adding new ser¬ 
vices such as prevention and treatment of STDs, HIV, and AIDS) will 
be critical for determining whether particular strategies are effective. 
Enhancing the organization of services and the research on their ef¬ 
fectiveness will add significantly to the costs of reproductive health 
programs. In addition, given that health services in many countries 
are still relatively weak, it may simply not be feasible to expect much 
improvement or change in the extent of service delivery. Further, the 
HIV/AIDS crisis places additional demands on health assistance to 
the developing world (including the demand for condoms) and com¬ 
petes with other components of reproductive health. While interna¬ 
tional donor and funding organizations’ support for population and 
reproductive health increased in the years immediately following 
ICPD, it is not meeting projected financial requirements. Without 
greater funding, the goal of universal access to reproductive health 
will not be met. 

While the criticisms of the demographic rationale for population 
policies and programs have led to improvements in some programs, 
such changes do not occur quickly and uniformly, especially when 
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policies and practices have been followed for many years in large 
government bureaucracies. It will be very important to monitor and 
evaluate the implementation of policy and program improvements. 
International donors, funding agencies, and NGOs can play a role in 
this effort, but this will only be possible if programs are open to such 
assessments. Similarly, the criticism of the lack of attention to quality 
of care in family planning programs has generated considerable in¬ 
terest and research designed to improve quality. However, these ef¬ 
forts need to be ongoing and coupled with good monitoring and 
evaluation research to ensure that enhanced quality becomes or re¬ 
mains an important objective of programs. 

Finally, the increased participation of NGOs, including women’s 
groups and health advocates, particularly in the 1990s, also has fu¬ 
ture policy implications. These groups have contributed greatly to 
the debates and dialogue on many critical issues (from contraceptive 
technology to quality of care in programs to women’s involvement in 
the design and implementation of programs in developing coun¬ 
tries). Donor and funding organizations as well as developing coun¬ 
try governments need to reach out and incorporate these NGOs in 
both policymaking and program development. 
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